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A b s t r a c t
This thesis arose from a perception that a paucity of information existed about 
the health of the community in the Wollongong, Kiama and Shellharbour areas 
of the lllawarra. The Healthy Cities lllawarra Comm ittee supported the 
developm ent of the Health Atlas of the lllawarra and with the help of a 
National Health and Medical Research Committee grant, the project began in 
1988.
Following the publication of the Atlas in 1991, it became clear that an analysis 
of the processes involved in profiling the health of a community would make a 
valuable contribution to this developing field of inquiry. In this project, a meta­
theoretical framework has been constructed from a combination of sciences 
(nursing, geograph and public health) and combined within general systems 
theory. From this platform, consideration can be given to the structure of 
communities, involving community values, skills and resources within the 
context of place and space and resulting in a community with a characteristic 
identity and goals. It is also possible, with this framework as a guide, to 
identify the processes of a community that hinge on human responses to their 
circumstances as they pursue order, help one another and contribute to the 
growth and development of their community. The final grouping within the 
framework identifes the indicators or outcomes of processes that underpin 
com munity existence. It is here that a community can be examined as a 
system that functions in terms of providing a safe environment where people 
have a choice of lifestyle options and are supported by an effective health 
system. The crucial element in this final grouping is an assessm ent of 
community competence in dealing with stress, competition and threats to 
health. This outcomes section of the metatheoretical framework provides the 
focus on theoretical and technical considerations which is the major theme of 
the thesis.
The usefulness of this theoretical approach is then demonstrated. The 
considerations canvassed in the earlier parts of the thesis are applied to 
specific contexts, such as the aged, to demonstrate their utility in assessing 
the health of specific community groups. Finally, there is included a discussion 
of the processes involved in digital cartography and the production of health- 
related atlases.
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c o n c l u s io n s :
The thesis goal of considering critically, issues arising from theoretical and technical 
aspects of profiling the health of a community has been met. After critical review and 
discussion of the issues, it is clear that:
1. com pilation of a com munity health profile is a worthwhile project provided that the 
definition of community health encompasses an extended conceptualisation that allows 
for incorporation of non-standard information about factors that impact on community 
health;
2. information on the actual or potential health status of a community is more valuable to 
professionals and the public if it is contextually relevant to the local area;
3. a community health profile provides a mechanism whereby patterns of possible health 
successes or failures, and strengths or weaknesses, can be identified as a guide to 
further detailed research;
4. an essentia l aspect of a com m unity health profile is its theoretical basis. The 
interrelatedness of a wide range of variables influencing health and the perception of 
health require an eclectic theoretical framework if specific aspects of a community system 
are to be examined in terms of health;
5. the approaches to data collection and triangulation discussed are acknowledged as a 
source of contextual richness wen combined with existing standard research approaches 
to public health and epidemiology;
6. by combining information within a geographic spatial matrix, the crucial interrelationships 
between people and their environments emerge and act as a focus for planning, health 
service delivery and further research;
7. the community can be considered as an entity in terms of its ability to preserve, protect 
and enhance the health of its members. A community can be observed demonstrating 
concern about comprehensive issues that impact on health, and investing key people, 
such as professionals, with further responsibility in safeguarding essential aspects of 
community existence to support health;
Summary of conclusions and recommendations
Detailed conclusion and recommendations are provided at the end of this thesis, however a
summary is provided here to assist readers to share the foci of this project.
x
8. by presenting accessible information on various aspects of a com m unity’s health 
community participation opportunities are created that may assist a community take an 
active role in changing their lifestyles, health services, social and physical environments to 
better preserve health. Because of this, the process is undeniably a political and 
challenging one.
RECOMMENDATIONS FOR FUTURE RESEARCH:
1. Further research into indicators of community health
health services effectiveness and equity in terms of community health outcomes could 
be reflected through sensitive indicators of health outcomes. Therefore it would be 
valuable to continue research into the development of such indicators.
2. Ongoing system for monitoring community health
There is an expectation within the local lllawarra community that the profile will be 
repeated at a later date to add a temporal dimension to the community health profile. 
Review and revision of the community health patterns is possible though this means. 
Updated health and related data could be established to detect changes in the 
community or its subgroups over time.
3. Augmentation and expansion of the community health profile
The data collected for the Health Atlas of the lllawarra could be augmented to include 
further information on geographic features to further add contextual relevance to the 
profile.
4. Inves tiga te  com m unity  com petence in term s o f e ffec tive  com m unity  
participation
Projects and approaches made by communities to influence decisions about health and 
health services could be researched to determine the extent to which these efforts are 
successful and to identify the variables that lead to success or failure in community action.
5. Investigate the causal links between spatial patterns shown in the Health 
Atlas of the lllawarra
The possible com m unity syndrome of wom en’s higher utilisation rates for medical 
services in the local community being linked to low self-esteem during school, leading to 
early drop-out and lone motherhood. These patterns overlap in the Health Atlas and 
would be a worthwhile subject for research into whether these elements are in fact linked 
as strongly as the spatial patterns suggest.
xi
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INTRODUCTION
lllava rra  Region -  base map
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1
Section One - Introduction
In t r o d u c t io n
The value of this work to the field of community health
An important step in the empowerment process for both community health 
workers and the communities they serve is the establishment and maintenance of 
an accessible profile of health within that community. This concept entails 
presenting a balanced view of health in terms of positive health as well as the 
prevalence and distribution of compromised health. Both aspects of health status 
affect a community’s productivity, resource allocation and lifestyle options. A 
profile that allows for both positive and negative elements of health, is able to 
comprehensively reflect the health status of a community at a given time. Kept 
current, this information could become a valuable tool for gauging trends in both 
the health of a community and the ability of the community to respond in a healthy 
way to its circumstances. A healthy response would mean that the community 
could deal effectively with actual and potential threats to individual, group and 
population health.
The utility of this work rests on the belief that community members are capable, 
given the opportunity, of comprehending quite complex arrays of data and 
analysing it in terms of the possible impact of this information on them and their 
community. People have a need for information and this has given rise to 
complaints by clients of all health services about the lack of access to relevant 
information. For a wide audience to avail themselves of such information it is 
necessary to consider the way in which it is presented and distributed.
Accessible information is taken therefore, to mean that it is able to be understood 
by people from a broad variety of sociocultural and educational backgrounds; and 
is available at a low financial cost to those who would find the information useful. 
Critical information about a community, presented in a form that is able to be 
understood by members of the general public, would help them to participate in
2
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the political activities of their communities, even if they do not have the research 
and statistical analytical skills that flow from a tertiary education. Accessible 
information on demography, morbidity, health and socio-economic variables within 
a community could enable a broad cross section of the community to better 
understand factors that combine to influence significantly their individual and 
collective health.
People can make more insightful judgements about their health; their collective 
need for health services and other support; and the types of resources that would 
be required to meet those needs, if they have access to the information.This work 
stresses the possibility of people making healthy choices. The concept of self­
responsibility is recognised here as being part of, but limited within, the overall 
context of environmental, socio-cultural and hereditary factors that influence their 
health opportunities but fall outside the control of individuals and communities.
For community health workers the value of a community health profile lies in the 
potential for clarifying issues of concern about environmental, social and health 
related factors impacting on the community. Much has been written on the various 
factors that influence health, yet rarely are these factors presented in a format that 
enables community members to correlate these variables and draw their own 
conclusions on the possible outcomes of situations (Yoder 1991). For example, 
most people are aware of the proximity of their homes to industrial sites, but they 
are less able to get information about the local prevalence of health conditions 
related to industrial pollutants such as lead, or the wind and coastal water currents 
that may advantage or disadvantage them in this respect (Shoultz 1992).
Data available on community health is generally administrative in. nature and 
collected primarily to monitor resource allocation rather than for measuring 
outcom es of service or assisting improvements to a com m unity’s health
3
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(Goldberg and Dab 1987; Kar and Berkanovic 1987; and Whitelaw and Liang 
1991). Various reports from government instrumentalities and departments often 
aggregate local data so that specific communities are not able to be identified 
(Chen 1975). This restricts opportunities citizens have to participate effectively in 
the planning and management of their communities.
Effective community participation depends on the general public having access to 
timely and accurate information upon which to base their claims and arguments; 
and upon their level of understanding about factors that affect their health and well­
being. Community participation is increasingly being given weight by State and 
Federal governments in terms of requirements that community representatives be 
consulted on project planning by members of boards of management of hospitals 
and nursing homes; and represent the ir com m unities in m onitoring the 
appropriateness of local health services (Duhl 1989). Less formal community 
participation takes the form of citizenship responsibilities for monitoring the 
activities of local government as well as contributing in a volunteer capacity to 
projects that will assist the community to achieve or preserve a healthy state 
(Stern 1990; and Shoultz 1992). Australian citizens benefit from a level of general 
education much higher than that achieved by previous generations, because of 
such national policies as compulsory school education. Most children now go on to 
secondary schooling and this equips them with an appreciation of social and 
scientific principles as well as basic literacy and numeracy skills. These young 
people expect democracy and citizenship to entail opportunities for community 
participation in decisions by governments and businesses about the distribution 
of resources. The value of a health profile of the local area to these activities is that 
the information is available and based on a variety of data sources.
There is a commonly held belief among Australian citizens that health is a right to 
be defended rather than luck or privilege. This convictions has supported the 
Medicare universal health insurance scheme for almost 20 years. Medicare
4
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revenue is distributed between the various States and Territories and the majority 
of this money is allocated to the tertiary treatment and acute care sector. The 
Australian economy cannot continue to pour unlimited funds into the hospital 
system where the focus is in response to health breakdown. Currently there is no 
effective system for monitoring the effect of this distribution of health resources on 
the health of the community. An example of such effects might be in terms of 
increased client life years of acceptable quality (Smith 1987; Kaplan and 
Anderson 1988; and Froberg and Kane 1989). Health status as an outcome of 
the performance of the health care delivery system is attracting growing interest 
and it is imperative that systems be established to monitor outcomes rather than 
process alone (Nutbeam 1991). In this way we will be able to more closely 
evaluate allocations of health service resources in terms of effectiveness 
measured in health behaviours or health outcomes rather than illness prevalence or 
resource utilisation. The accountability emphasis that has been traditionally placed 
on reporting inputs and process must change to outcomes measured in terms of 
community health and community productivity.
Data difficulties in creating a health profile
It is the accumulation of evidence about health responses (or outcomes) that is the 
focus of this effort to profile the health of a community. Difficulties arising from this 
relate to the lack of information collected on healthy people or even the indicators 
that people might be experiencing health. People themselves are less likely to 
report formally on their experience of health than they are of health crises or 
concerns that their health may be in jeopardy and there is a strong argument for 
this approach.
Hospital information collected for a variety of reasons, primarily administrative, 
provides a wealth of secondary information on the existence of ill-health or the 
extent to which efforts have been made to return people to a functional existence
5
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(De Backer, Laaser et al. 1988; De Bock 1988; Eylkenbosch and Noah 1988; 
France and Barrow 1988; and Verbrugge and W ohlert 1988) H ow eve r, 
compared with the resources devoted to collecting and processing hospital 
service data, very little is invested in collecting information on community health 
status (Nutbeam 1991) .
Health for some clients and professional groups, is more than just a functional 
state. Role theorists are inclined to interpret role efficiency with health and certainly 
the medical profession has a tendency to declare a person healthy to the extent 
that they have the ability to function in their daily activities (Katz 1963; Grogono 
and Woodgate 1971; Skinner and Yett 1973; Bergner 1976; and Hadorn and 
Hays 1991). The nursing profession focuses on people’s responses to health, 
illness and the results of treatment and in particular, their ability to adapt 
constructively within the constraints of their existence. In this view of health that 
augments the role theory and medical views, it is believed that people can to 
some extent, influence constraints on their wellbeing.
The nursing view of health and well-being influences this work because of the 
author’s background in this discipline. However several difficulties arise when 
attempting to measure these broader aspects of health. Use of indicators and 
indices of health go some way toward obviating these difficulties. For example, 
measurement of health responses are possible if examined through such 
indicators as consumer choices made; health services utilised; personal and group 
ab ility to function physically and emotionally; goal seeking activities and 
achievement of these goals. Within this nursing construct, there is a possibility that 
even where a person or group is limited in physical abilities, they may still be able 
to respond to their circumstances in a health-building way and therefore, are 
regarded as being healthy despite concurrent medical diagnoses. In terms of 
services and self-determination, in the nursing construct a patient is someone who
6
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is more ill than well (and not able to participate in their own care), and a client is 
someone more well than ill (and able to play an active part in their care) (Marriner- 
Tomey 1989). This concept is generalisable to group and community behaviour. 
A community that is able to recognise threats to health and take steps to remedy 
or avoid these threats could be regarded as healthy ... and the converse would 
apply to a community that was disjointed and unable to promote public health or 
deal with its local health hazards or problems.
Overview of th is project
In the following sections these issues and measurement difficulties will be 
discussed more fully and possible solutions to the problems identified.
Section Two deals with the theoretical considerations that must be addressed in 
profiling the health of a community. The influence of the W orld Health 
Organisation’s (WHO) programs of Health for All by the Year 2000; the Healthy 
Cities projects, and global health targets will be discussed in regard to the 
theoretical choices made for this project. A great deal of this section revolves 
around the discussion of values and value systems that operate within the 
community being profiled as well as those of the researcher. Various theoretical 
and methodological paradigms are examined in terms of their usefulness to this 
project and an overview given of the paradigm chosen to guide this work. Issues 
of accessibility of the information collected for the Health Atlas are raised as a 
rationale for the choices made in the design, production and distribution of the 
Health Atlas of the lllawarra.
Section Three addresses the technical considerations of this project. Technology 
in this instance refers to ways of approaching a problem rather than the use of 
electronic gadgetry. Determining an operational definition of health is fundamental 
to subsequent research and discussion. An overview of the health indicators
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selected is given along with the reasons for their inclusion. Indicators were selected 
within the constraints of the availability of data, the ir usefulness in profiling 
community health and the need for further original research on particular indices. 
Also addressed are the pragmatic requirements of using standard data collections 
and ways in which these can be combined with specific research into other, non­
standard aspects of community health. Data manipulation methods used across all 
ind icators in the matrix are described along with the advantages and 
disadvantages of each method for the purposes of this work.
Section Four refocuses on the aged as a population sub-group using the same 
elemental categories as described in Section Three. A community health analysis 
matrix is used to conceptualise the various aspects of the elemental categories 
and health variables: lifestyle factors in human adaptation; environmental factors in 
human adaptation; the local system of health care services and factors that reduce 
effects of illness; and community competence. Drawing from general systems 
theory, these four fields are interrelated and dynamic in terms of shifting health 
outcomes. The matrix is applied to the aged as a sub-group of the lllawarra 
com m unity to demonstrate the utility of com munity health profiling. Both 
advantages and constraints are associated with presenting information in 
cartographic form. The advantages of using computer assisted cartography will be 
explained as well as a discussion of the technical assistance that may be required.
Section Five contains the conclusions and recommendations that have emerged 
from this project. Implications for nursing, public health and the general public are 
identified and recommendations given for future research and conceptual 
development.
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Section Six The appendices contain the Health Atlas of the lllawarra; papers 
presented at conferences that have arisen from this project and exerpts from the 
primary data referred to in the thesis.
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SECTION TWO 
THEORETICAL CONSIDERATIONS
Theoretical considerations m ust be addressed in profiling the health o f a 
community. The influence of the World Health Organisation’s (WHO) programs of 
Health for A ll by the Year 2000; the Healthy Cities projects, and global health 
targets are discussed with regard to the theoretical choices made for this project. A 
great deal o f this section revolves around the discussion o f values and value 
systems that operate within the community being profiled as well as those o f the 
researcher. Various theoretical and methodological paradigms are examined in 
terms o f their usefulness to this project and an overview given o f the paradigm  
chosen to guide this work. Issues o f accessibility of the information collected for 
the Health Atlas are raised as a rationale for the choices made in the design, 
production and distribution of the Health Atlas of the lllawarra.
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T h e o r e tic a l  c o n sid er a tio n s  in pro filing
THE HEALTH OF A COMMUNITY 
Background and rationale
The concepts of ‘health’ and ‘community’ which drive this attempt to profile a 
community’s health are difficult to define without generalising to such an extent that 
the concepts become useless for the purposes of this project. Many of the issues 
arising from defining health are considered here and the concept of community is 
addressed in the discussion below.
The intrinsic holism of health becomes obvious when the historical derivation of the 
word itself is examined. Health is derived from the Old English 'health' from which 
we have three entwined concepts - 'hello', 'whole' and 'health'. While health and 
disease are often considered to exist on a continuum, it is not unusual for people 
with diagnosed chronic health problems to regard themselves as having excellent 
health. This indicates that while related, health and disease are not contiguous. 
Health is primarily a social phenomenon in that it is closely linked to the quality of 
our relationships to one another and as observed by Labonte (1991:49) “...we  
violate its richness when we focus only on biomedically defined conditions
Operational definitions that define complex ideas in ways that enable them to be 
measured, can have the effect of reducing their universality. Describing health 
becomes a chief problem in terms of selecting a useful concept of health and valid 
measures of it. The choice lies between measuring particular patterns of morbidity 
or constructing global measures of population health status. Ideally, a health 
concept should consist of a number of dimensions that produce a balanced picture 
of health. Such a concept would com bine biological and psychological 
performance within the context of positive and negative environmental influences.
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For this type of description to be possible, a system of health indicators is 
needed, that would be sensitive to the presence of balanced health and/or health 
problems, as defined within a sound theoretical framework.
In much of the literature on developing indicators useful for profiling the health of 
people and communities, the development of health indicators has been 
influenced by pragmatic and methodological considerations (Noack and McQueen 
1988). Little has been written about the theoretical underpinnings of health 
indicators selected by various researchers in health measurement. Most accounts 
of research into health refer to the World Health Organisation (WHO) concepts of 
Health for All and regional health targets as the organising paradigm. These targets 
are then operationalised in terms of individual behaviours that are measured 
against standards or health indicators.
The global goal "Health for all by the year 2000 AD" for public health was given 
support at the 30th World Health Assembly(1977). The United Nations General 
Assembly (1971) called for further support for the World Health Organisation 
which produced a report (1981) on global strategies to achieve these public health 
goals. These strategies were adopted at the 34th World Health Assembly (1981) 
(WHO 1986) and reflected the differences in health problems faced by 
communities at various stages of development. Australia's health priorities are 
consistent with those of the European program; that is:
• equity in health;
• health promotion;
• the need to develop primary health care and to enhance
preventive activity in primary health care settings;
• co-operation between relevant agencies of government and
the community including the business sector; and
12
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• the need to increase consumer participation in health decision 
making (WHO 1988).
The main thrust of criticism for the "Health for All" goal is that it is idealistic and largely 
unattainable. Nevertheless it inspires people and governments to re-evaluate 
national priorities which may even override individual freedoms associated with 
lifestyle choices that affect individual health positively or negatively. Bates and 
Linder-Lopez (1988) claim that there is little point in setting up goals that can never 
be properly defined let alone reached, the danger being that emotive thinking is 
encouraged which allows effort to be allocated unwisely in the hope that any such 
action might move us closer to the goal. They question whether everyone has a 
'right to health' in that good health is a result of heredity, luck, environment, 
circumstances and personal effort. Therefore society cannot be expected to 
provide health or even sufficient health services to achieve such a goal.
The goal of "Health for AH" is primarily to do with the concept of equity of access to 
health - or the opportunity to have good health - rather than the 'right' to be 
healthy. Each person exercises a certain amount of choice in their lifestyles and the 
things they do and the environment they live in, but these choices are constrained 
by the socio-economic circumstances in which people live. "Health for AN" goals 
will mean different things to people living in different countries and in a variety of 
circumstances within each country. The opportunity to make lifestyle choices which 
will lead to better health is the crux of the effort by the World Health Organisation 
(1986) in that ideally everyone should have the same opportunity to attain the 
highest level of health and, more pragmatically, none should be unduly 
disadvantaged.
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National goals for health promotion and disease prevention as set out by the 
Australian Health for All Committee (Karmel, 1989) have attempted to counter the 
criticism of naive thinking and untestable idealism in their statements of targets for 
health in Australia by the year 2000 AD. Australian policies arising from the WHO 
goals have therefore been formulated to reflect the local situation and problems 
that have arisen from past mistakes.
The situation in the lllawarra community is able to be compared with the goals of 
such globally accepted criteria as the New Public Health principles arising from the 
1986 Ottawa Charter (Milio 1990). In brief, these principles include:
• a healthy public policy
• the creation of supportive environments
• strengthening of community action
• developing personal skills
• re-orientation of health services.
Goals arising from these principles are being used locally to set up various 
activities that will have the effect of enhancing opportunities for health. This is not to 
say that these goals are not able to be challenged or that the outcomes of these 
efforts are automatically positive. It is possible that there is a contradiction in 
measuring individual behaviours in the hope of reaching a target set for regional 
and even national achievement. This emphasis on individual behaviour and even 
aggregate behaviour in terms of the overall health of a community, is frequently 
done without a theoretical framework to inform models of health at individual, 
community and national levels.
Theoretical problems in profiling health are central to the formulation of models of 
community health containing indicators that can be measured and tested. Without a
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theoretical framework, models cannot be assumed to be dynamic or even 
appropriate to the context of health elements under scrutiny. These difficulties are 
readily apparent in the Mandala of Health model of the human ecosystem 
(Handcock 1986). In this model ‘the person’ is at the centre of the internal and 
external environmental factors that can affect health. The implied theoretical 
framework of this mandala is that of general systems interrelatedness, however the 
model does not allow for people to influence the various spheres that surround 
them. The model is typical of western developed economies where lifestyle and 
work are given equal status with the sick care system. The all-encompassing 
external shell of the model is culture and the biosphere. In multicultural communities 
such as the lllawarra region of Australia, a reductionist assumption of a single culture 
having an effect on individual health is of little utility in profiling the health of such a 
dynamic community.
FIGURE 2.1 The Mandala of Health: Model of the Human Ecosystem
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The im pact of socioeconom ic and écologie factors on health such as 
unemployment, national economic recession, health service rationalisation and cut­
backs and the cost of health insurance must also be considered when choosing a 
theoretical fram ework for research into profiling the health of a region. A 
socioecological model of health was presented by Letica and Lang to encompass 
the various social and economic crises in Yugoslavian regions over the past 15 
years (Letica and Lang 1989).
FIGURE 2.2 The Socioecological Model of Health (Letica & Lang 1989)
In this model the realities of economic crises and social stratification and the effect 
that these have on health are given credence. The authors noted that the extent of 
this influence depends on the character, seriousness and duration of the crisis; the 
social structure; and the types of health and welfare policies operating in the local 
area and nationally. While this model certainly goes some way towards explaining 
the factors that contribute to health inequalities, it must be recognised that this 
impression of persistent inequality is not entirely relevant to Australia, although it 
may well be a feature of some urban areas across the country.
Political and economic crises have the power to cause significant social change and 
in Australia this has resulted in considerable restructuring. Unemployment is a
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persistent problem that has a deteriorating impact on the health and social status of 
the whole community, but especially marginal subgroups such as minority ethnic 
groups. With this in mind, the model shown above could be modified to show 
health inequalities as a stimulus for changes to lifestyle, health care, social 
environments and physical environments, rather than being just the end result of all 
of these factors. The possibility of a community reacting to inequality so as to 
cause social change, depends on the prevailing social values within a community 
and opportunities that exist for political influence to be exerted on the various 
environments and services.
Both the selection of theoretical frameworks and theory development, involve 
selection or construction of defining concepts as the basis for study, and therefore 
are far from being value-free. Researchers are influenced by their gender, race, 
religion, professional socialisation and social position. These inter-related value 
systems also influence the choice or rejection of methodologies. Measures of need 
or definitions of concepts are not necessarily neutral and objective. This is 
especially true of research focusing on community health where the boundaries are 
ever-changing and the perception of health and non-health is an agglomeration of 
professional, personal and social values.
The values inherent in formulating any definition of health, for instance, are culturally 
rooted. In a society that values athleticism, obesity is regarded as unhealthy and 
even a case for medical intervention. In another society where sedentary 
behaviour is valued, obesity would be regarded as an indication of health and 
prosperity. Even within the same society, sub-groups allocate different values to 
health-related variables in different ways. These differences may be between 
groups at various stages of their lifespans, or differences may occur along gender 
lines or even as a result of sexual partner preferences.
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It is easy to be overwhelmed by these continual ambiguities and it is tempting to 
settle for measures of basic physical function as a minimum health standard, but this 
approach is limited in terms of information about positive health or even the 
functioning of the community as a whole. Traditional indicators and measures of 
health/non-health such as morbidity/mortality rates and disease or disability 
prevalence rates are mainly concerned with identifying lack of ability to function 
physically or socially. The next step is to extrapolate from this, any deterioration in 
quality of life that may follow as a consequence of inability. Focus on disability or 
assumed misery with one’s health status, contributes little to establishing a 
balanced measure of health.
In selecting a theoretical basis for this study it also is necessary to consider whose 
perspective and definitions of ‘health’ and ‘community’ are more important - the 
researcher’s? members of the community being studied? other researchers? or 
health professionals? For operational definitions to be agreed upon, the 
expectations of researchers and of the eventual users of the information need to 
be aligned as far as possible. For example, the concept of positive health has little 
or no value to people whose conception of health is limited to the presence or 
absence of disease. At the same time, the end users of the information, including 
other researchers and managers, need to be able to understand the indicators and 
the reasons for their selection. In this instance, the end-users also include the 
general public resident in the lllawarra area. The inclusion of this last group makes it 
likely that presentation of in-depth analysis of indicators could be meaningless in 
terms of their efforts to participate more fully in planning and managing their 
communities. This has been recognised as a major problem in the field of health 
indicator development and it pervades all attempts to provide a health profile that 
is of value to the local community (McQueen and Noak 1988).
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Professional judgements about the existence or otherwise of health within a 
com m unity tend to be linked more to the value systems driving the health 
professional making the decisions, than the values of the client or client group 
requiring the service. In one sense this could be a client expectation when seeking 
professional advice, but it can also be regarded as a limitation of the operational 
field to variables that fall within a particular professional framework. It follows that the 
more highly specialised the health professional, the more specific will be the 
variables they regard as relevant. Professional judgement is also limited by the skill 
repertoire and knowledge background of the researcher, as well as the availability 
of information that can be analysed. One obvious danger from such paradigmatic 
restrictions are that alternative approaches and data sources may be overlooked 
and this can prevent the formulation of a truly comprehensive health profile.
Focus on health-related indicators such as health promotion programs designed to 
“treat” health risk factors are inherently limited to an illness/wellness orientation. 
While these perspectives are of value in a community health profile, they do not 
provide the entire picture. Indicators of community activity geared to positive health 
preservation and improvement; of choices being made by the community in terms 
of environmental health; of community response to population stressors; or of a 
community’s perception of its own abilities to deal with internal and external political 
forces - may provide further dimensions of community health that traditional 
indicators miss.
Since the 1978 Alma Ata Conference on Primary Health Care, countries in Europe 
and America have been conducting regular surveys into the health of their people 
and the health services they provide (Mowbray 1978). Much of this work is 
geared to monitoring developments in health status and indicators of health- 
influencing behaviours have been included. These efforts to measure health-risk
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behaviours are disease and disability oriented for the purposes of policy 
development and cost reduction in health care expenditure. As such they do little 
to elucidate the important facet of subjective or perceived health. This concept will 
be discussed more fully later in this document however in the context of finding or 
developing a theory that will support health indicators, the perceptions of people 
about their own or their community’s health are crucial. An appropriate basis for 
measuring the subjective nature of health within a community is gained through a 
combination of professional judgements and experiences related directly or 
indirectly by people within the community. Care must be exercised in the selection 
of variables to be measured as this directly influences the validity of the profile. 
Consultation with community representatives, health service providers, published 
opinion on indicators of health as well as consultation with experts in relevant fields 
of research and health practice help to ensure that the variables studied are 
relevant and the procedures used to analyse them are valid within the context of 
that community.
In profiling the health of a community, context takes on a central importance even 
though throughout the social sciences literature space and place have been 
recognised as being only small aspects of community (Agnew 1989). This 
confusion about location and community is widespread in the social sciences, with 
community often conceived as the physical place where social relations occurred, 
or the way of life valued by the residents or members of a particular community. 
The contemporary concept of community seems to have grown from a demand 
for more moral relations among people as well as a descriptive category (Agnew 
and Duncan 1989). This requires that community be thought of as far more than a 
geographic place or population group.
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Nisbet (1966:48) has been quoted as describing the experiential quality of 
community : "By community I mean something that goes far beyond mere local 
community. The word as we find it in much nineteenth and twentieth century 
thought encompasses all forms o f relationships which are characterised by a high 
degree o f personal intimacy, emotional depth, moral commitment, social cohesion 
and continuity in time. Community is founded on man (sic) conceived in his 
wholeness rather than in one or another o f his roles, taken separately, that he may 
hold in a social order. It draws its psychological strength from levels o f motivation 
deeper than those o f mere volition or interest, and it achieves its fulfilment in a 
submergence o f individual will that is not possible in unions of mere convenience 
or rational assent. ”
(Agnew and Duncan 1989:11)
The Japanese use the word kokutai to describe this type of community which 
exists as an entity over and above the parts. Such a community is like a collection 
of groups whose devotion to the whole is greater than the sum of the groups 
involved and involves a moral as well as a social obligation.
The idea of community having a social/moral content was described by Tonnies 
(1887) as the Gemeinschaft/Gesellschaft dichotomy. In this framework community 
had a moral role as well as meeting the demands of business, political and non­
local relationships. This idea was reiterated Weber (1925) who described the local 
community as being based on subjective feeling in contrast to the rationality of 
n a t i o n a l  s o c i a l  r e l a t i o n s h i p s ;  a n d  b y
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Durkheim (1933) who noted that the functions once performed by 'common ideas 
and sentiments' in Gem einschaft society were being performed in large-scale 
industrial societies by social institutions. Durkheim believed that the role of 
community was being replaced by professional relationships that dealt with social 
needs that were once dealt with by a community of voluntary helpers with shared 
interests and moral values. (Hayes and Willms 1990)
In contemporary political sociology Hayes and Willms (1990:161) see community 
as merged with place: "One conceives o f community as human participation in 
networks o r prim ary interpersonal relationships within a lim ited geographical 
context. A t this level there is concern with the intimate and personal movement 
within a limited range of social contacts, and preoccupation with affairs arising from 
daily personal life. Knowledge is acquired and action carried out through personal 
experience and personal relationships.”
The major differences between ‘society’ and ‘community’ are related to context and 
the intensity of interpersonal contact. Society is national and involves secondary 
contact over wide geographic areas. It applies to a political entity and is able to 
tolerate a broad ideological scope. Society is distinct from and possibly opposed 
to community. In current usage the concepts of community and society can be 
viewed as opposites in an almost zero-sum form. This tension can be seen when 
a community that has found its identity and has an intact sense of identity arising 
from its moral values and interrelationships, is overpowered by the forces of 
society such as state or federal legislation, or a decision to locate particular 
industries in the area. In such a situation, geographic place can be overpowered so 
that the population continues to exist only as the location of nationally-defined 
social or industrial activities, rather than as a unique community.
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Another example of the relationship between a community and its encompassing 
society, is the impact of national policies on education and the introduction of 
industrial technologies that resulted in increased mobility of families and individuals 
in the 1960’s. Exodus to the cities altered the coherence and strength of 
communities, particularly rural communities, and introduced a situation of urban 
society in which communities formed and re-created their contexts within the 
constraints imposed by urban society. Initially these communities were identifiable 
by place of locality within the urban areas but since the 1970’s in Australia and in 
other multicultural societies, the links with other communities, institutions and 
governments have augmented any emotional ties that were held for one’s 
com munity of origin. The result is that people are now more comfortable as 
members of communities within the larger, geographically defined, society.
In establishing the essential elements of community the important role of place 
must be recognised. It is possible to live in a place but have no sense of 
community, therefore a crucial aspect of community involves people making an 
emotional commitment to the geographic place; the value system operating in that 
place; and a readiness to work with the system of organisation and management 
operating in the area. W eber argued in 1949 that ideal concepts such as 
community or society are not averages or descriptions, but models, useful in 
understanding reality but not to be mistaken for it (Agnew 1989).
The context of place is also important when considering health. Despite the 
dangers of attracting accusations of parochialism, one’s experiences of health and 
ill-health are associated with the place which contributes to the context in which the 
experience occurs. Context includes the community values and relationships that 
operate to assist or hinder the people who happen to be in the area at the time. 
Place exerts an influence on the community and in any examination of community
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health or any community operation, the opportunities or constraints arising from 
place/location must be recognised.
‘Place’ in this thesis refers to the lllawarra Region of New South Wales located 
sixty kilom etres South of Sydney. This region was set up in itially as an 
urban/industrial centre and during the immigrant settlements of the 1950s 
government decisions were to place many of these people in secondary industrial 
cities. In the Wollongong area, manufacturing industries were being expanded and 
there were shortages of unskilled and semi-skilled labour. Immigrant hostels were 
set up here as well as in Sydney and other areas, and had the effect of creating 
ethnic communities apart from the larger urban communities. Large numbers of 
people from Yugoslavian regions were located in the lllawarra region and as 
happened in other centres, once a nucleus of an immigrant community was 
established, this became an attraction in its own right for compatriots (Burnley 
1982). They established social institutions in these communities offering social and 
cultural support for one another. For example, they were able as a group to strive 
for recognition of their qualifications and work experience while they undertook 
unskilled labour and lived in small ethnic communities where they kept their 
traditional cultures alive.
Despite its origins as a formal region, the lllawarra region has developed into a 
region that has many characteristics of community within a defined place. It has a 
characteristic community environment derived from shared interactions and a focus 
on community goals. Members of the local community perceive the lllawarra region 
to be a unique and important place in Australia and within the world context. This 
territorial affiliation is palpable in the local newspapers and in meetings of local 
interest groups and appears to flourish around the multicultural nature of the 
population.
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While there are no formal ethnic areas or defined ethnic places within the lllawarra 
region, there are geographic areas of deep ideological significance that may not be 
recognised politically, but are respected by other elements of the local community. 
For many ethnic groups the traditional ideologies forged in territorial struggles in 
Europe many years ago are subsumed under a new ideology of multiculturalism 
that has the support and force of Australian law. While it is true that traditional 
political struggles are not acceptable within Australian society, traditional ideologies 
still shape ideas, practices and activities of ethnic communities while still adhering to 
the overall community values operating in the lllawarra.
In Australia the issues of ethnic or cultural integrity and uniqueness, minority status, 
the desire for cultural and religious freedom, the natural right to independence 
through self-determination - are regarded as integral parts of our multicultural 
society. Separatist political ideologies, often rooted in a variety of emotional, 
historical and politico economic history are discouraged through such legislation as 
anti discrimination acts; anti-vilification acts; and freedom of information legislation 
and a variety of federal and state social policies (Knight 1982).
The lllawarra community has a distinctive character and members of the community 
experience a sense of identity distinct from surrounding urban and rural centres. 
Much of this is related to the geographic location between the Tasman Sea and the 
escarpment, and the steel and coal industries in the region, however the unique 
characteristics of this community can also be attributed to the political, social, 
economic and cultural influences that affect relationships between the lllawarra 
community and other communities.
In terms of profiling the health of a community, it is essential to recognise the 
significance of structural characteristics of community life and the ideologies and
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value systems operating at various levels within the community regarding its own 
health. In fact, Agnew and Duncan (1989), Kobayashi and Mackenzie (1989) 
suggest that ethnographic links be made between the humanist focus on ideology 
and consciousness and structuralist ideas about the nature and significance of large- 
scale structural constraints. Murphy (1991:33) contributes further to this approach 
by suggesting that ..focusing on the functional and ideological dimensions of the 
regional formation process directs attention not only to the role o f regions in social 
processes, but to the meaning and significance or regions themselves."
The lllawarra region in this study includes the Wollongong, Shellharbour and Kiama 
areas with an urbanised population of approximately 235,000. This makes the 
lllawarra area the third largest urbanised region in New South Wales and the 
second largest non-metropolitan area in Australia. The adjacent Shoalhaven and 
Bowral areas have their own distinctive regional identities and while there is a close 
political and economic relationship with the lllawarra, these three regions can be 
regarded as three socially unique communities. People in the lllawarra are generally 
socio-economically disadvantaged. A particularly high proportion of people have 
non-English speaking backgrounds and this creates cultural and educational barriers 
to contacting and utilising all types of health services. The local unemployment rate 
is higher than for the rest of NSW and there is a high proportion of the male 
workforce in 'blue collar1 employment. The overall impoverishment of the region 
through unemployment and long-standing dependence on social welfare is 
palpable in such indicators of distress as social and psychological trauma (Hirdes 
and Brown 1986). For example, child abuse notification levels are higher in the 
lllawarra region than for any other part of NSW.
People feel emotional ties to different scales of territory and they operate at from 
one to several levels of abstraction. That is, people can feel connected to a place
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or territory at the personal level, through the local and on to the national level. This 
territoria l component of a sense of community or sense of belonging to a 
community that shares one’s values has intrigued scholars for decades. Knight 
(1982:515) reported on a pair of geographers in the 1940’s, “the Wilsons” (sic) 
and quotes them saying that: "...to be a large scale society implies that the 
people are in conscious relations with one another, with a sense o f identity that 
goes far beyond that of a small-scale society.... many societies in knowledgeable 
contact combine to make 'community'
They also commented on the reversal that had occurred between people and their 
territories in that: "...there came...a change in the group-to-territory relationship. 
Whereas a socially cohesive group once defined its territory, in time the politically 
bounded territory came to define the people (so that) there was a transference in 
emphasis from group to territory ...N o  matter whether a state is more 'inward' or 
'outward' looking in its ex ternal relations, the state as an entity is area, structure and 
con ten t... and the people who inhabit the state will have a sense o f belonging." 
(Knight 1982) Regionalism can still be described as the awareness of 
togetherness among a people of a relatively large area whose group identity is 
derived from a community relationship, held together by mutual ties which give the 
group a feeling of identity and awareness
The theoretical framework therefore begins with community structures built through 
the attirudes and skills of the local people and within the constraints of the place and 
space, as well as social and political influences. From this comes a community 
identity and the formulation of community goals. It is these aspects of structure that 
establish the elemental or research categories that offer promise in profiling the 
health of a community.
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FIGURE 2.3 Structural framework influencing a community's health 
(McDonald 1994)
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THE CONCEPT OF A HEALTHY COMMUNITY
If, from the discussion above, a community is defined as a group of people with 
shared values, an awareness of place and a feeling of belonging and loyalty, then 
it is deceptively easy to propose that a community could be healthy or not- 
healthy. The deceptive aspects of this concept relate to the difficulties inherent in 
establishing the community as an entity, and then finding ways to determine if that 
entity is indeed showing signs of health. The community as ‘actor’ or entity, is a 
contentious concept in that a community is dynamic and the resources available to 
people in a community are constantly changing from within as well as in response 
to external forces. Attention is diverted from the more complex causes of pressing
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community health problems as well as the community's ability to function as an 
entity when the focus is on individual pathology or on any particular pathological 
process - even when aggregated to reflect prevalence rates for morbidity.
Despite this, there has been a tendency for researchers in nursing, health and 
health promotion to concentrate on individual health behaviours at the expense of 
any examination of group behaviour (Brzezinski 1987; and Nicholas and Gobble 
1991). Such approaches tend to ignore the fact that health behaviour takes place in 
time as well as space. An over-emphasis on personal choice and an under­
emphasis on behaviour constraints overlooks the fact that behaviour is, to a 
significant degree, produced by the social structure and place in which it occurs 
(Goldberg and Dab 1987; Muecke 1991; and Rodgers 1991).
C o m m u n ity  com petence
Cottrell (1977) described the concept of a competent community as providing a 
framework for the assessment of a community in terms of it being a fully functioning 
collection of systems. These criteria arose from a study of communities that had 
successfully implemented community based programs. Importantly, these criteria 
were found to be absent in communities where such programs failed. Arising from 
this work, came the conclusion that community assessment can be made on the 
capability of a community or groups to make decisions and solve-problems, 
regardless of the affluence or poverty that exists. Under this framework Cottrell 
claims that a competent community has members with the ability to identify the 
problems and concerns in their community. They are able to prioritize problems so 
that strategies for solving them are possible. Finally the members of a community 
can collaborate effectively in the implementation of these strategies. This provides 
a comprehensive criteria for community health assessment while also allowing for 
the ethnographic, geographic and social aspects of health to be considered.
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The criteria posed by Cottrell (1977) for assessing community competency fall 
into eight categories:
1. Com m itm ent
This refers to loyalty and emotional attachments felt by residents towards the 
community. Evidence of this would be the level of concern and interest 
displayed about community issues and activities.
2. Self/other awareness and clarity of situational definitions
Members of the community are aware of their own identity and the position 
they take on issues; as well as awareness of the identity of other groups 
within the community and the positions that they take on issues. Each group 
must understand how their own agendas and agendas of other groups will 
affect them.
3. Articulateness
The community must be able to articulate their interests and concerns so that 
they can take action on identified issues.
4. Communication
These skills are basic to any group being able to discuss and problem solve 
within their own group and with other groups in the community. Importantly, 
groups must be able to communicate with each other with mutual 
understanding if effective dialogue is to be possible.
5. Conflict containment and accommodation
The community must have the formal and informal procedures to contain 
conflict if it occurs. This is indicated by the calibre of dialogue during 
com munity or public meetings. For example, abusive language is not 
tolerated and there is an orderly statement of opposing views.
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6. Participation
This is part of the commitment criteria, but is translated into participation in 
achieving the community's goals. For example, voluntary work, helping to 
keep law and order.
7. Management of relations with the larger society
The community works well within local, state and federal spheres to the 
benefit of the local community and would include goals in health, education, 
economics and public safety. The community is able to relate well to these 
larger concerns well if it is competent. They have the knowledge and 
capability of how to use and manage external resources and social supports 
in order to ensure a viable community.
8. Facilitating community interaction and decision making.
Rules and regulations are set up through consultative, participative and 
consensus decision-making, and then enforced with community support.
These criteria invite the establishment of indicators which could then be observed 
or measured using a variety of methods. The concepts of interaction and 
participation are problematic in terms of setting up indices or dimensions that can 
be assessed in order to plan for services or community action. For example, how 
does one determine whether a community service is to be classed as community 
action or non-community action emerging from an outside source in response to 
community requests?
Kaufman (1977) proposed a set of criteria to determine the extent of community 
participation as distinct from non-community activity:
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1. The degree of comprehensiveness of interests pursued and needs met
If the activity is to be considered as a community action, then it must be identified 
with the locality and encompass a number of interests of the residents of that 
community. For example, the building of a community health centre because of 
formal and informal approaches made to the authorities by resident groups who 
have identified the need for these services.
2. The degree to which the action is identified with the locality
The project or event must be oriented toward the local community rather than set 
up for society at large.
3. Relative number, status and involvement of local residents
High level of participation by residents and associations does not automatically 
mean that the action is a community one. It could mean that some particularly active 
small groups have collaborated in order to force community action in an area that 
interests them alone.
4. Relative number and significance of local associations involved
The residents must perceive the actions to be significant to the project. If residents 
have not had input in the planning or implementation stages, or not participated in 
any real way, they would feel little affinity towards a community project and this 
would affect its viability.
5. Degree to which action maintains or changes a local community
It is desirable that community action takes place in accordance with community 
values and cultural themes which the residents want for their community. This is 
important in interactional terms and may work to maintain the status quo, or to 
change some aspect of the local community.
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6. The extent of organisation involved in the action
If the amount of organisation involved in the community project or event becomes 
so institutionalised and bureaucratic that participation of residents and local 
associations declines, the project could become unstable and less viable ...as 
well as ceasing to be a community activity.
Co m m unity  as a functioning  system
Health in the community is a result of the interactions between the people who live 
there, those passing through, the social and structural systems, the geographic 
area and the impact of society on the local community. Gittenberg (1982) is cited 
by Muecke (1991:172) as claiming that "...systems theory sanctions the 
collection o f almost any datum because it is part o f the system and therefore 
potentially useful.”
In other words, profiling a community’s health entails assessing the various 
systems operating within the defined boundary. In the community context, 
systems can be seen to have two dimensions: Openness and Equilibrium. A 
system can be open or closed depending on how it processes input of 
information from the environment outside its system. An open system is able to 
exchange positive and negative feedback via feedback loops or channels that 
allow communication or feedback to occur. Negative feedback maintains the 
stability or status quo. Positive feedback causes change within the system. Closed 
systems do not have an exchange of data with the outside environment. In social 
terms, a closed social system accepts feedback slowly and tends to be inflexible 
and rigid. (Braden and Herban 1976). To be an open system, a community must 
be able to exchange information with other organisations and institutions outside of 
its parameters, and effectively process the information.
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A system tends to strive for equilibrium to reduce tension. Equilibrium is a selective 
balance between input, transformation and feedback. Systems have different 
capabilities in taking input, processing information and feedback. If these elements 
are ineffective, the system remains in a constant state of disorganisation - or 
disequilibrium. This process is highly dynamic and for a system to survive there 
must be a degree of compatibility between input, transformation and feedback. 
The state of equilibrium within a system can be determined by:
1. cataloguing the sources of input or communication channels;
2. determining what is being communicated from the external environment 
to the system and within it;
3. assessing how information is transformed and processed within the 
various components;
4. determining what is being offered back as feedback.
Systems theory therefore adds a further perspective for studying a phenomenon 
such as health, at the individual, group or aggregate levels. Braden & Herban 
(1976) regerred generally to a system as a whole which functions as a whole by 
virtue of the interdependence of its parts. Systems theory therefore concentrates 
on interaction patterns among the parts of a system and develops general laws 
about their functioning. Helvie (1981) saw communities as social systems defined 
by six criteria:
1. boundary
The boundary stands between the community and its environment. The 
scope of the boundary can determine a neighbourhood, or a census 
collection district, of a place of work, or cover membership of a particular 
profession.
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2. focal unit.
The focal unit of study must be delineated before an assessment of a 
particular social system could be made. The study would have to look at 
whether the system was set at a micro-level such as individuals or a small 
group; a mezzo-level which would include several micro groups being 
studied together; or a macro-level involving more complex systems, for 
example local or state level organisations.
3. proxim ity of members
This information helps in assessing the situation or arena in which the system 
exists and the interactions that take place within this context.
4. sim ilarity of members
The personal and group characteristics of the system members help to 
define the community.
5. resistance of members to intrusion
This is gauged by how easy it is for new members to gain acceptance into 
the system. It measures the strength of relationships among members.
6. internal communications.
Do all members have equal access to information? or is information linked to 
roles within the community, with the higher status role (power) having greater 
access to information?
This perception of communities was shared by Kar & Berkanovic (1987:272) who 
also noted that "Behaviour at the individual, group and societal levels interacts with 
biological and physical or environmental factors to determine the overall health 
status o f people. It is thus imperative that a systems approach encompassing 
individual, societal and environmental subsystems be used in studying the 
determinants o f health behaviour and its results. "
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Co m m unity  as a part of the  human  ecosystem
Community health can be envisaged in terms of combined community behaviours 
geared to enhancing or preserving health as a comprehensive state (Stern 1990; 
Shoultz, Hatcher and Hurrell. 1992) that takes account of the variation in cultural and 
social expectations of health. Any attempt to measure or profile community health 
must therefore take into account the community's adaptive capacity toward 
environmental and social circumstances (McDonald and Wilson 1991).
Links between the human ecosystem and community health are an important 
aspect of a community health profile (Rowland and Cooper 1983). The dynamism 
that exists between people and the local environment requires a term that 
encompasses this relationship. Environment refers only to surroundings and has 
connotations of something that exists outside of and around humans. This view of 
environment is consistent with paradigms used in health protection and surveillance 
or with reductionist scientific methods of assessing, estimating and managing the 
health risks created by external pollutants. In the environmental paradigm, 
phenomena such as cultural, social and political influences are not given prominence 
in the health-environment relationship.
Labonte (1991) suggests ecosystem as a suitable systems approach to 
understanding relationships between people and their environments. An 
ecosystem is comprised of multiple systems, including human systems, (social, 
cultural, economic). The ecosystem approach is quite compatible with profiling a 
community’s health in that the interrelationships of physical, social, economic and 
spiritual factors are able to be considered as elements impacting on individual and 
collective health.
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As the ecosystem changes and as more information is gleaned about the 
interrelationship between humans and their environments, cultural traditions that 
threaten individual and social health must be challenged. Where possible these 
may be changed and replaced by behaviours and attitudes that enhance the 
possibility of health being a recognisable force within the community. For example, 
male aggression towards women and ch ildren may be a culturally and traditionally 
sanctioned aspect of some communities, however, this threatens the health of the 
majority of community members and therefore cannot be tolerated as an ongoing 
feature of the community (Miles 1985; and Agudelo 1992). An indicator of a 
healthy community could be the existence of laws that protect vulnerable groups 
within the community, such as a law enforcement policy to ensure that aggression 
towards women and children is prevented where possible and punished 
decisively where it occurs (Kar and Berkanovic 1987).
In developing a profile of a community’s health, such indicators of the crucial 
interrelationship between people and their environments can be found and 
combined with the more standard collections of morbidity and service utilisation 
data. In this way, a richer information resource can be constructed around and about 
a defined community so that spatial and even temporal patterns emerge. These 
patterns can then be used to support community action aimed at influencing those 
factors that seem to be affecting the real or perceived health of members of the 
community.
R esearch  paradigm  options
Health is a subjective concept and many attempts have been made to measure 
individual health in terms of the function of body systems and the emotional and 
intellectual systems that interpret a person’s state of being as health or non-health. 
The concept of measurement itself implies a detached and objective collection of
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information that can be subjected to a battery of statistical manoeuvres to establish 
reliability and validity and to perhaps establish a theory or principle that will be 
useful in measuring other similar subjects.
The persistent dichotomy of positivist (hard) and hermeneutic (soft) research 
approaches has attracted considerable comment about the difficulties it creates for 
community health researchers (Duffy 1985; Noack 1987; Trojan 1989; Morse 
1991; Skodol-W ilson and Hutchinson 1991; and Thorne 1991). Much of the 
information on health is self-reported and unstructured. Many of the claims to being 
‘healthy’ made by individuals are at odds with the condition of the same person as 
observed by health professionals. Reductionist approaches to measurement of 
health claim a defence of objectivity against bias. Objectivity is solely the 
consequence of consensus on a certain subjective approach and it is always 
possible to structure approaches in alternative ways. Training in a science based 
on the logical positivist paradigm inevitably leads professionals to be suspicious 
of data based on subjective experience.
Despite this professional bias towards objectivity and reductionism, Kar and 
Berkanovic (1987) found that there was a significant correlation between subjective 
health ratings and health status measured by either clinical assessments or 
subsequent mortality. These measures were found to be effective also in 
comparing group aggregates even though they were not necessarily useful in 
predicting the health of individuals. Self-perceived health status was also found by 
Hunt (1988) to be related to eventual mortality and to rates of recovery from 
episodes of ill health.
John, Gammon & Weissman (1987) found that as part of an overall assessment 
of fhe health status of the general population, measures of subjective wellbeing
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could indicate levels of happiness and satisfaction with life. Such indicators are 
useful in providing subjective social indicators about the quality of people’s lives. 
Studies of subjective wellbeing can reveal areas of life that are important to a 
population ’s attitudes and feelings about life as a whole as well as the 
characteristics and concerns of those who are unhappy or dissatisfied .
The difference between a consumer's and the health professional’s perception of 
health is shown through studies of lay people's attitudes to health. The most 
common concept of health was 'feeling fit' and being able to fulfil the role 
requirements belonging to each individual. Colantonio (1988) concluded that 
indicators of health may be more useful if they are based on the degree of fitness 
rather than the degree of illness.
This conclusion correlates with the findings of a small study by Clarke & Lowe 
(1989:404-405) in Newcastle, NSW. They provide an insight into what people in 
that city regard as healthy and ways in which health can be maintained or achieved. 
They found that while there is some evidence that the existence and the quantity of 
positive health may have cultural and socioeconomic determinants, certain patterns 
of subjective health emerged.
“1. Young people identified as healthy were males, older people were female.
2. Males chose fitness from the list o f what health meant whereas females 
chose feeling well and the ability to cope;
3. S igns o f good health were identified as personal, bodily and facial 
appearance, movement and activity;
4. Keeping good health was generally related to lifestyle with diet and exercise 
rating highly. This did not show a concern for being overweight.
5. A positive mental attitude was identified as one o f the pre-requisites for 
health.”
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Subjective or perceived health can therefore be defined as an individual's 
experience of mental, physical and social events as they impinge upon feelings of 
wellbeing (Hunt 1988). These events are interpreted within the context of the 
values, standards and expectations of the people concerned who communicate 
their perceptions of personal health in everyday language. But does this reflect 
accurately the phenomenological components of health and illness?
Part of the problem is that good health is both socially defined and individually 
perceived and is related to other factors such as age and the requirements of 
various social roles. Subjective perceptions of health are susceptible to effects 
from factors that influence people's emotional moods such as weather, tiredness, 
family relationships, occupational stresses, housing conditions or living standards. 
This focus on the experiential aspects of illness, distress and discomfort, is thought 
by Hunt (1988) to be aligned with the conceptualisation of illness as being a 
psychosocial phenomenon determined by comparisons of the current and 
previous state of the self and the socially defined meanings of the experience.
Spulher (1988) distinguished subjective health from self-rated health in that it 
expresses the feelings of lay people in the context of their everyday lives rather 
than being based upon questions asked by professional groups. In this context, 
established measures of subjective health such as the Nottingham Health Profile 
would not be a valid measure of positive health, as the items were constructed by 
professionals and there is little allowance for unsolicited expressions of health or 
well-being from the subjects. Measures of quality of life conducted in similar fashion 
could also be found to have validity problems under this paradigm. Spulher’s 
dimensions of subjective health are wellbeing; physical, psychological and social 
functioning; and satisfaction with life overall.
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Measurement carries with it the expectations of some attempt at objectivity. The 
task of assessing subjective health status involves the trying to present an 
essentia lly  sub jective experience in an objective way. The subjective 
experiences of how people feel encompasses physical, psychological and social 
factors that are perceived and interpreted within lay or professional paradigms - 
both of which can be influenced by a variety of factors over time. In fact as Hunt 
(1988:26) observed: “Concepts o f health are determ ined by cultural and  
subcultural values, whether these concepts refer to diagnosis, treatment or 
subjective impairment Since subjective reactions already constitute a large part of 
health perception and care, it may well be misguided to try and develop value- 
free working definitions of health"
It is, however, a fact of modern academic life that options for securing funding are 
influenced by the researcher's choice of theoretical framework with far more 
opportunities emerging from the selection of positivist paradigms. The dominance 
of the research culture by empirical research is related to a long history of familiarity 
with these research procedures, and a costly investment overtim e in equipment 
and software that supports these approaches to research. It is predictable that 
preference is given to these statistical procedures in tertiary education courses. 
Established paradigms carry with them a certain status and prestige and 
researchers are better able to gain acceptance of findings performed within the 
more familiar reductionist constraints.
Established experts in the empirical research world pass judgement on alternative 
paradigms and the general public is swayed by their opinion. These same 
experts occupy positions of power within prestigious funding bodies and in terms 
of their cognitive alignment, are more likely to support applications for research 
funding from proposals that demonstrate an affinity with their own preference for
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method. Once funding is secured, the expectation is that the study will be 
conducted according to the methods set out in the research proposal. Even if a 
hermeneutic approach is funded and supported, the findings might be subjected 
to positivist testing and, naturally, found to be wanting within that paradigm.
The fragmented views inherent in reductionist approaches seem to over-process 
many of the elements which serve to make sense of any attempt to research a 
community’s health. This human element of health is an elusive aspect to study, in 
that it is individually variable and difficult to group across the community.
This problem has also been commented upon throughout the feminist literature, 
where Mackenzie (1989:41) described the emergence and extension of feminist 
research in academic discourse as a complex and often insurrectional process.
“Most pioneer work on women, has been done utilising disciplinary frameworks... 
but doing so inevitably involved squeezing the fluid lives o f women into often 
inappropriate categories: subjecting the 'petty' 'mundane' details o f maintaining 
human life in capitalist society to the scrutiny o f formal, scientific perspectives - 
often leading to a mismatch between this new mercurial content and the existing 
frameworks of academic discourse."
The similarities between the humanistic principles underlying feminist geography 
are similar to those being considered here as fundamentals of community health. 
Both interpret the phenomena as active, frequently political and sometimes 
conscious creations; and both hesitate to follow the established research avenue of 
‘unimpeachable’ methodology because of the danger that it may be devoid of 
meaningful content.
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Humanism in its broadest sense stresses that people must be viewed as 
complete beings within the context of their personal history, individuality and group 
existence. Basic to any understanding of a community is an appreciation of the 
power of human consciousness and motivation to action - particularly in health- 
related behaviours. It is this power that enables communities to preserve aspects 
that support health, and to overcome constraints to their health and well-being.
N u rsin g  paradig m
Nurses regard health as a concept that is manifested through the phenomena of 
human responses indicated by such outcomes as comfort level, self-care ability 
and role-effectiveness. Under this paradigm, human responses fall into four broad 
categories:
1. physiologic regulatory responses...based on the concept of normative 
biologic functioning;
2. pathophysiologic responses resulting from disordered biologic functioning;
3. experiential responses including introspection, personal experience 
and the derivation of shared meanings, and usual coping mechanisms;
4. behavioural responses such as motor and verbal behaviours such as 
combativeness, facial expressions.
Nursing’s mandate is to deal with people’s responses to their situations. Mitchell, 
Gallucci & Fought (1991) defined nursing's domain as the diagnosis and treatment 
of human responses to health problems. Human responses can be viewed from 
m ultip le  perspectives: behavioural, experientia l, pathophysio logic and 
physiologic. All of these are perspectives from which nurses derive meaning in 
terms of client health, coping and competence as well as the intervention strategies 
needed to support health.
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The work of Imogene King, an internationally accepted nursing theorist, supports a 
holistic/humanistic approach that takes into account all factors which impact on the 
health status of people and their environments. This theory is described briefly 
below, including the rationale for its application to this study. The existence of 
community health can be regarded as the achievement of set goals towards which 
people, groups and organisations have worked.
Imogene King's Theory of Goal Attainment calls upon systems theory as well as 
various other behavioural sciences paradigms, from which she developed the 
concept of Dynamic Interacting Systems. This is particularly apt for describing 
community health as a combination of efforts of many facets of a community 
ecosystem. King's view of community health includes the health of individuals and 
groups and their interaction with the environment. Human beings are seen as open 
systems interacting with the environment as individuals, as members of groups 
and as members of a society. Within this framework the personal and interpersonal 
effects of health and health breakdown are related to the dynamic interaction 
between individuals, their family supports and social systems. It is therefore 
feasible that the conceptual subsystems of the Theory of Goal Attainment can be 
of use in measuring community health.
The major concepts of King's Theory of Goal Attainment are:
In teraction or the communication dynamics between people and with the 
environment. This can be seen as exchanges between the individuals, their 
families, society and the health care system. The nature and intensity of the 
interactions are influenced by the knowledge, needs, goals, past experiences and 
perceptions of all parties involved;
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Perception or the interpretation of the reality of who and where we are applies to 
attitudes, beliefs and values which influence the significance of events associated 
with the formation and functioning of the community. Communities that are parochial 
to the extent that problems are hidden and achievements are exaggerated may 
be in danger of failing to recognise potential hazards to the health and welfare of 
community members;
C o m m u n ic a t io n  or the flow of information between people and with 
environments involves verbal and nonverbal, direct and indirect signs and 
symbols exchanged to facilitate adaptive behaviour. Community health and 
support services provide information to assist a community to develop and help 
to clarify issues that may be important to the health and well-being of individuals 
and the community;
Transaction or purposeful interactions leading to the attainment of goals can be 
seen as needs or problems identified by the individual, the family and health 
service organisations, either in consultation or individually. In the community context 
such transactions depend on the ability of community members to articulate goals 
and to negotiate with service providers in a purposeful way;
Role or the expected set of behaviours according to who and where people are 
in society, applies to the expected behaviours of community members according 
to socio-economic position, gender, ethnicity and profession, and the effects of role 
performance on the achievement of personal and community goals. Congruence 
of goals at these various levels is an indication of the cohesiveness of a community 
and the perspectives which these sections of the community hold regarding health;
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Stress or the exchange of energy between people and with the ecosystem in 
response to situations is particularly relevant to community health. Stress arising 
from poverty or unemployment, or from racial tension, or from environmental 
discomfort can indicate the efficacy of community support groups or more 
generally, the community's ability to mobilise assistance from local, state and 
federal governments;
Growth and Development can be related to the changes which occur in people 
and communities as they move towards goals set by themselves, governments 
or circumstances outside the community's control. Evidence of planning and 
achievement of goals that benefit the health of individuals, groups or governments 
provides a basis for measuring community function in terms of general health and 
community competence;
Time refers to the unique experience of sequences of events as experienced by 
individuals, families or groups moving onward to the future. This element highlights 
the role of community support systems in providing assessment, education and 
intervention for vulnerable groups in the community who require assistance to 
maintain or regain health. Part of this criteria for health includes plans that value the 
quality of community life in the short and long term. An example of these plans 
would be the thoughtful placement of education facilities, industrial sites, or 
recreation facilities within the lllawarra area;
Space or the immediate environment in which people and other community 
members interact, creates a matrix for viewing the patterns of community variables 
in terms of their correlation with other social and political spatial patterns. Enclaves of 
ethno-specific groups, for example, would appear on such a matrix in terms of the 
extent and proximity to other community characteristics. The main focus of
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Imogene King's Theory of Goal Attainment for this project is on the planning and 
implementation of community spatial patterns with a particular emphasis on 
mutually agreed goals and the process of achieving them.
The Theory of Goal Attainment provides a frame of reference which can be utilised 
to identify and analyse events in the real world. In such a context people are 
complex creatures interacting with an infinitely variable environment. King's theory 
draws considerably from Systems Theory in the behavioural sciences to form her 
'dynamic interacting systems' (Walker and Avant 1983). The Theory of Goal 
Attainment has been developed from work which began in the early 1970's and 
includes influences from such theorists as Eric Erikson, Jean Piaget, Ida Orlando, 
Hildeguard Peplau and others (Marriner-Tomey 1989). The capacity of King's 
Theory to encompass individuals, groups and communities as well as the 
environment in which they operate and the impact on health of the elemental 
aspects of the theory, makes it's adaptation for the purposes of this thesis, an 
obvious and logical one. It is predominantly a practice theory and as such it goes 
beyond merely describing, explaining and predicting particular phenomenon. In 
terms of a community's health, it is essential that the theory is able to identify the 
level of healthiness or the desired health outcomes. A theory or model which 
enables this level of prescription would have to allow for the isolation of health 
indicators; the relating of these factors to one another and to community health 
generally; and to the environment or situation in which the phenomenon might 
predictably occur. The difficulties inherent in measuring the health of community are 
reflected in the magnitude of the tasks of describing, explaining or even predicting 
the effects of human interaction with each other and with their environments; and the 
consequent impact which this interaction has on individual and aggregate health 
within the community.
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The focus of King's theory is on the importance of social influence on the formation 
of personal and professional values. Within this social milieu, status and prestige 
are established along with power and authority held by bureaucratic structures and 
other hierarchies. Professional values are seen as having congruence with nursing 
beliefs about health as a holistic concept; the rights of people to be self­
determining yet requiring assistance occasionally; the concept of each person and 
each community having the responsibility to pursue self-reliance and to support 
one another's efforts in this regard. The positive approach which this theory takes 
to health and the value it ascribes to individual and group health enhancing 
behaviours, adds a qualitative dimension to the curative focus of the biomedical 
model, and the deductive approach of the epidemiological model.
The concepts integral to King's theory combine a comprehensive perspective of 
individual and group health and the ways in which health can be promoted, 
maintained and regained. A major goal of community health nursing is primary 
prevention. This form of prospective health care aims to control threats to health 
before signs or symptoms of health breakdown are obvious (Muecke 1991).
King's application of concepts adapted from medical, social, education and 
developmental schools of thought extend the conceptual framework across these 
fields while at the same time maintaining a consistency of logic throughout, although 
some of the linkages between the various concepts are not clearly explained. It 
becomes possible to examine the health of a particular community group such as 
women of child-bearing age, within the context of evidence of health breakdown 
provided by the medical model; within the context of social interaction provided by 
social theory; within the developmental context through evidence of education and 
maturation; and through patterns of health and illness using epidemiological 
approaches. King's theory emphasises a positive wellness approach in the
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interpretation of these concepts and this is an irresistible characteristic of her 
approach to nursing thought.
Limitations to King's theory in the measurement of the health of a community lie in 
the general nature of some of the nine elements. For example 'stress' is not clearly 
defined yet the effects of stress are seen as creating the need for support and 
assistance. W hile this aspect of the theory might well pose problems in 
professional practice, it does not pose a significant problem in the measurement of 
community or group health in terms of dealing with the concept as a factor 
impacting on health. The tendency of this theory to extend beyond nursing clinical 
practice where interaction is limited to small numbers, allows for a view of 
aggregate or community health. The interactionist aspects of community health 
would not be restricted to nurse-patient or even nurse-group relationships, but 
rather it would include interactions within and between various groups, 
organisations, professionals, the media and governments - all of which have a 
potential impact on human health.
The theory described by King (Marriner-Tomey 1989) is mostly related to nursing 
clinical situations. The potential depth to which this theory can be tested has been 
recognised by other nurse leaders such as Speedy (1990) who believes that its 
potential for generating multiple hypotheses and the development of further 
research makes King's theory one of particular significance to nursing and to people 
working in the health professions generally. However, while these hypotheses are 
readily applicable to the one-on-one interactions which occur in all clinical practice, 
and the theory was specifically designed to deal with such situations, they can be 
extended to apply to the community at large.
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The concept of people working to achieve goals despite the constraints of their 
environments and circumstances provides a clear picture of the processes 
involved in health-seeking behaviours. All of this occurs within the community 
where the majority of people are pursuing order, growth and development as well 
as requiring assistance and support from the various governmental and social 
organisation. In this section of the meta-theoretical framework, the processes or 
outputs of human effort are dependent upon the ability of the individual and group 
to respond effectively.
In terms of the theory's appropriateness to the measurement of a community's 
health, this paradigm establishes a basis upon which the major project elements 
can be examined. The various networks that bind a community together include 
communication and the shared perception of themselves as being different from 
other communities; as well as the confidence that together the community is able to 
respond to any external threats or opportunities - and to deal effectively with any 
internal problems or opportunities they may have. The nine concepts of King's 
theory fall within the four major paradigmatic elements shown below:
1. Human health indices
The theoretical concepts of Communication, Growth & Development would 
indicate an exchange of all types of information within the community, enabling it to 
convey health-enhancing and remedial information to others; and the aspects of 
community life which allow for growth and development such as good nutrition, 
access to health and welfare services as well as education.
2. Support available for health breakdown
King's concepts of Perception, Role and Transaction provide a starting point for 
measuring a community's ability to identify problems and potential threats to the
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health of the people; the extent to which expectations within the community 
enhance or detract from the support services provided and the amount and type 
of support needed by the community; the setting of community goals and the 
extent to which these are able to be achieved by the community. This would 
include indications of health services utilization by various community groups and 
patterns of health breakdown within the community.
3. Environmental effects on health
The theoretical concepts of Time and Space allow for the inclusion of historical and 
geographic data about the community. It also includes the impact of demographic 
and ecological factors on community health.
4. Community lifestyle effects on health
Interaction in King's theory refers to the perception and communication occurring 
between people and their environments in order to achieve healthy goals. In this 
instance the goal is community health indicated by the efforts made by the 
community to achieve appropriate health services and to compete for community 
health resources. The concept of Stress is also relevant in that it introduces the 
effects of exchanges between people and within the surrounding environment. 
Ethnic or religious tension, crime levels, evidence of harassment and other 
stressors within the community could be regarded as indicators of the presence of 
community competence or at least the ability of the community to respond to the 
stressors.
King's Theory of Goal Attainment has the advantage that it can be used to guide 
the measurement of community health in terms of the person, groups and the 
whole community. It provides a broad context in which health can be viewed and 
is not limited in terms of factors influential in altering the health of a community.
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Humans are not passive and a community of people cannot be profiled without 
taking into account the dynamic nature of their motivation, interaction and shared 
goals and the problems associated with measuring these essential aspects of a 
community’s health. Indicators of motivation could include the choice to be involved 
in sporting and other health enhancing activities; an indicator of interaction could be 
seen in their willingness to give up their free time to be involved in political 
demonstrations or in other forms of activism; and the shared goals might be 
indicated by the level of community support available for certain projects that will 
have positive influences on their health and well-being.
The study of human spatial behaviour emphasises action as a response to the 
meanings that people attribute to their physical and social surroundings. In a 
context where there is an emphasis on values and health-related choices, 
techniques used in natural science for studying the health of a community become 
less appropriate. In studying the more value-oriented choices made by people, 
philosophy and methodology must be combined to ensure a holistic perspective 
of those actions taken by individuals and groups to secure or defend health.The 
process of community health emerges from the responses people make to their 
situations. Evidence of community goal-seeking and mutual support can be found 
in the local events that occur. Interaction and transaction about health-influencing 
factors occur within the context of a community’s desire for order. The responses 
about to be examined can therefore be regarded as aspects of the process and 
output of community existence, and classified as habitual and purposive within the 
unique community environment. Thus a further stage can be added to the 
theoretical framework. The elemental categories arising from this stage are aspects 
of community processes that can be measured, studied and experienced in order 
to establish the health of the community. Study of these aspects has not been
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included as part of this thesis beyond inclusion as a necessary pre-requisite for the 
final stage of the framework - the indicators, which will be discussed later.
FIGURE 2.4 Structure and Process framework for profiling a community's health 
(McDonald 1994)
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To satisfy humanistic research goals, it would be necessary to focus on the 
particular meanings which people attribute to health and health-related variables. In 
purely humanistic approaches to the study of a community's health, the concept of 
aggregated information is often rejected as is any reliance on statistical 
measurement. Still, when attempting to establish whether or not a community 
possesses a healthy profile, aggregated information is a most tempting source of 
data despite the arguments of the purists. There are inherent dangers in this 
approach, including the temptation to perceive patterns between thought and 
health-influencing behaviours to bring order to the findings. In this attempt to profile
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a community’s health the tendency to bring order to a data set is balanced against 
the richness of the data found in combining ‘hard’ and ‘soft’ approaches to analysis 
and presentation.
G eo g r a p h ic  pa r a d ig m
The valuable contribution of geographic paradigms to this project lies in the close 
relationship it has with general systems theory and the facility for synthesising a 
whole that is made up of complex, specialised and multi-method studies.
An integration of concepts and processes within a spatial context was required in 
this instance, so that spatial arrangements and distributions could be combined to 
show relationships between evidence of health and health breakdown, and the 
location of organisations and spatial processes.
Human interdependence with the environment or the ecosystem, is fundamental 
to health at all levels of the community. Berry (1964:4) described the ecosystem 
of earth as the home of humans, in that it "...logically comprises populations of 
living organisms and a complex of environmental factors, in which organisms 
interact among themselves in many ways and in which there are reciprocal effects 
between the environments and the populations
In the geographic paradigm, people are the dominant part of the worldwide 
ecosystem. As with any system, there are different levels operating in this 
paradigm. The system can be viewed in terms of its structure at a given time 
(static); or in terms of the interdependence of the parts (function); or the processes 
involved with change overtim e (dynamic). In this project, the static elements of 
community health are combined to provide a profile of health at a given moment in 
the life of the community, with some commentary on the various functional
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elements that exist within the community. The third level of geographic study has 
not been attempted but is the subject of various recommendations for further 
research in Section Five. The possibility of this further development of the work 
presented here is a testament to the contribution possible through the geographic 
paradigm.
The spatial facility provides several advantages when profiling a phenomena such 
as health, within a particular context like community and within a geographically 
defined place such as the lllawarra region. Regional analysis involves a variety of 
approaches combining interdependent facets as either parts of the frame of 
reference which defines the system; or how the system relates to the greater 
system within a geographic matrix.
In the construction of a geographic matrix single observations of a characteristic are 
recorded from a spatial viewpoint. If the observations of the characteristic vary in 
different locations, this is termed a spatial variation and it is possible to display 
these variations on a map and to study the integration of this characteristic with 
others similarly treated. The spatial patterns displayed on the map are part of the 
essential nature of geography. An alternative matrix is arranged numerically as 
shown below as a rectangular array in which characteristics are allocated to rows and 
places are arranged in columns. The third dimension of time is achieved through a 
repeated series of observed geographic facts.
In a geographic matrix there are several approaches to regional analysis but the 
one used in this attempt to profile the health of a community, involved the 
variations of indicator characteristics from place to place within a short period of time 
showing cross-sectional depth of information rather than the temporal dimension. 
(Berry 1964).
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The goal of the Health Atlas of the lllawarra was to display the nature of single 
spatial distributions of health indicators, as well as the covariance of different 
distributions at the same period of time.
FIGURE 2.5 Geographic matrix showing characteristics or topics, places and time.
( Adapted from Berry 1965).
Time #1 Places
Time #1 Places
irn li imncil
Time #1 l~3l Places
(columns)
North South East West
Characteristics
(rows)
1. Population X X X X X xxxxx X
2. Ethnicity X X X X X xxxxx X
3. Wealth X X X X X xxxxx X
4. Health X X X X X xxxxx X
5. Illness X X X X X xxxxx X
6. Resources X X X X X xxxxx X
7. Education X X X X X xxxxx X
X X X X X xxxxx X
8. Employment X X X X X xxxxx X
9. etc X X X X X xxxxx X
10. etc X X X X X xxxxx X
Further advantages offered by geography relate to the two major areas of human 
and physical or regional geography. Human geography is concerned with 
variables related to collections of people and their culture. Culture is seen as the 
set of human-generated variables that link people with the earth's surface such as 
urban settlement, politics, transportation, economics, etc. Physical or regional 
geography focuses on analyses of places in a systematic search for fundamental 
patterns and associations characterising a limited range of functionally interrelated 
variables over a wide range of places. By examining a wide range of variables
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within a defined place, a picture is built up of the region that allows analysis of the 
interrelation of variables found there.
Where there is a repetition of a common characteristic or set of characteristics across 
the regional spatial matrix, assumptions can be made about the regional character. 
An understanding of regional character, such as the profile of a region’s 
experiences of health, is simplified somewhat by using a geographic matrix 
because the variables (and methods for collecting these variables) are unlimited 
but apply to a relatively small area within a known spatial arrangement such as local 
government areas or postcodes.
By establishing these disparate methodologies and variables within a separate, 
but all-encom passing construct such as a spatial geographic matrix, many 
philosophical and theoretical differences are diminished. As more layers of 
information are added to the spatial matrix, the validity of the profile in terms of 
correlation and depth of field is increased. Aitken & Bjorklund (1988:63) support 
the development of frameworks that integrate piecemeal empirical studies and 
behavioural research under what they describe as meta-theoretical umbrellas. 
They go further in claiming that: “...w e should appreciate m ethodological 
eclecticism and tailor research designs to the problems and questions being 
investigated. (They) endorse the use o f a variety o f data sources and methods 
enabling convergence to a re la tive ly unbiased interpretation. Qualitative 
descriptions, quantitative analyses, humanistic interpretation and questionnaire 
study m ay a ll be appropriate for certain aspects o f a research question. When, 
where and how  to implement a particular research strategy depends on the 
contextual dynamics o f the question to be investigated.”
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Thus encouraged, the theoretical framework constructed for this project is an eclectic 
combination of general systems theory, geographic and nursing paradigms and 
health promotional models developed in response to the WHO Health for All 
movement. The final stage of the framework concerns the products of the system 
which can be examined in terms of the indicators of success in community health 
efforts. These indicators are able to be grouped within the four elemental (or 
research) categories shown in FIGURE 2.6. The preceding discssion, established 
that if the structure of a community is healthyin terms of place, space, values and 
skills (Stage one) then the process aspects will function in a healthy way in terms of 
human responses within a context of growth and development and the pursuit of 
order (Stage two ). As a result of these preceding stages being healthy, the 
outcomes will be community competence in terms of lifestyles, environment and 
supportive health systems. (Stage three) This thesis therefore proposes to 
measure only the elements of this final category which is a function of the 
preceeding two.
FIGURE 2.6 Meta-theoretical framework for profiling a community's health 
(McDonald 1994)
STRUCTURE PROCESS OUTCOME
rtiiimiiiiiiiimiiiiiiimiiiiiiiiiiiiiimmiiiiimmiiiiiimiiiiiimmiiË âiiiiiiiiimiiiiimiiiiiiiiiiiiiimiimiiiiiiiË Simiimmmmmmmimiimmm;
ELEMENTAL CATEGORIES:
CONSTRAINTS UNIQUEATTITUDES 
SKILLS OF 
LOCAL 
PEOPLE
AUTONOMY
GEOGRAPHY
POLITICS
ECONOMICS
LOCAL
CHARAC­
TERISTICS
EVENTS 
INTERACTION 
TRANSACTION 
HABITUAL & 
PURPOSIVE 
BEHAVIOURS
COMMUNITY COMPETENCE 
LIFESTYLE OPTIONS 
SAFE ENVIRONMENT 
EFFECTIVE HEALTH SYSTEM
58
Section Two -  Theoretical Considerations
M e t h o d o lo g ic a l  c o n s id e r a tio n s
This project began as an attempt to bring useful information to the general public 
and to community health workers who required supplementary material that could 
add contextual richness to the available administrative information. The Health Atlas 
of the lllawarra Region produced by McDonald and Wilson (1991) focused on the 
outcomes or indicators of the existence of community health or threats to health. At 
that time the research object was simply to describe behaviours and events that 
had occurred and to present the information in an accessible format. In analysing the 
various structural and process stages leading to development of community health 
indicators, for use in a health atlas, the community characteristics need to include 
values, attitudes, skills and the various environmental and social environments in 
which people live, work and grow. It is also necessary to examine the community 
goals that drive the efforts of community members in the pursuit of order. Goal­
seeking behaviours and the availability of support and health assistance will be 
either facilitated or inhibited by structural conditions surrounding them. Analysis of 
these variables requires a variety of measurement approaches that are able to 
retain the richness of the data within the context of that particular community.
Selection of indicators is ultimately influenced by value systems and in this 
instance, by the value systems that drive the researcher to collect information. The 
community must be involved in selecting indicators, data collection and be given 
feedback on the results of analysis. Such participation is necessary to safeguard 
the com munity's ethical rights to control information on itself. This level of 
involvement also serves to reduce the sense of vulnerability at the hands of 
impersonal researchers, and increase the sense of community competence in 
identifying and understanding local problems. Involvement of community 
representatives is also valuable if, subsequent to the publishing of the information,
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there is an effort made to promote change or to successfully implement a program 
to reduce identified health risk (Muecke 1991).
The presentation of information is also a matter based on the values of the 
researcher arising from the original goals of the study and the purposes that have 
emerged during the process of selecting, manipulating and presenting the findings. 
Interpretation of the information will also be influenced by the value frameworks 
within which the readers operate (Draper and J. 1987). It is therefore possible and 
even probable that information collected with one purpose in mind may be used 
by another person for entirely different purposes. For example, information 
collected on the distribution of wealth within a community may prompt some to set 
up business in some areas and to avoid doing so in others. The object of 
presenting the information may have been to establish a link between poverty 
and compromised health status but the information may have served some other 
goal. In this the researcher has no control and certainly no wish to influence the 
eventual use of the information.
PURPOSE AND CONTEXT OF MEASUREMENT DATA
There is no single methodology that will satisfy all readers of a community health 
profile. Inevitably there will be methodological problems associated with reducing 
potential conflict between the expectations of the various stakeholders in the 
project. Researchers involved in an advisory capacity are concerned to develop 
reliable and valid indicators based on concepts embedded in their own particular 
disciplines; health professionals and managers want the development of simple, 
easy-to-collect and yet meaningful indicators that they can use in their own 
professional processes; while the general public is interested in being able to 
understand the information within the context of their neighbourhoods and across 
the region. Satisfying all of these audiences is difficult. As Sphuler (1988:112)
60
Section Two - Theoretical Considerations
noted, “ Simple does not necessarily mean feasible and feasible is not 
necessarily meaningful"
Community behaviours and indicators of health must be examined in relation to the 
social and cultural context in which they occur. For the community to value and use a 
health profile of their region, it must emphasise the local rather than the state or 
national context. Very little is known about the social process of health 
enhancem ent and health breakdown but the interre lationships between 
geographic, psychosocial, industrial and cultural factors and the impact of these on 
local health, are more likely to be relevant within a defined locality than they would if 
constructed on a national basis.
The development of indicators of community health is therefore confronted by a 
series of limitations. If they are too abstract, then the general public end-users may 
not be able to understand and use the information. It is also possible that indicators 
derived from standard collections may not reflect the community’s view of health or 
the theoretical principles that underpin this project.
The search for indicators of a healthy community is hampered by static approaches 
to the collection of data on community health. In fact, it is unlikely that the elusive 
standard indicator will ever be found for profiling a community’s health. In empirical 
paradigms indicators are regarded as ‘hard’ data that may be subjected to cross­
sectional and/or time-series analysis using statistical methods. This approach is in 
conflict with the dynamic and flexible concept of community. Community health is 
similar to health in that it is an evolving process that can be broadly defined as a 
resource for control over one's life. In this context, community health is an organic, 
living process encompassing the entire health field, including social, political, cultural 
and economic relations.Hayes and Willms (1990:164) go so far as suggesting
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that, "...a conflict exists within the research community faced with these two 
com peting paradigm s o f static methods attempting to define and measure 
dynamic processes. To attempt to overlay traditional methods onto this still 
evolving field is an exercise in frustration at best; and futility at w orst"
Decades of reductionist approaches to the study of human relations and health, 
have effectively stripped away the human context and experience of health. 
Communities develop their own approaches to establishing and maintaining a 
healthy community so that health supporting efforts are relevant and applicable to 
local needs and issues. The concept of a 'healthy community' therefore cannot be 
standardised as each community will approach and interpret the concept differently 
and this will also change overtime. Nursing, in tandem with the social sciences has 
advocated an appreciation of factors operating locally to create unique contextual 
conditions that affect a community’s health. In this way local people can have 
access to information at the local level and in so doing, find relevance to their own 
circumstances. For this to occur, some compromise is needed in accepting 
indicators that contribute to knowledge about system activities that affect local 
health.
Measurements of health (separate from mortality and morbidity) can be arranged 
into three main groups of descriptors of system activity:
1. Indexes or aggregated measurements describing the system, ie. composite 
measures combining weighted elements of several indicators;
2. Indicators reflecting a single measure of health based on specific aspects of 
the system, therefore representing only part of the phenomenon such as the 
presence of incapacity and handicap or the level of healthy life expectancy. 
Indicators do not demonstrate system complexity;
62
Section Two - Theoretical Considerations
3. Indices describing a generic or global health status based on overall 
assessment of health indicators. Key activities or situations are observed, 
judged and then given a rank according to the comparison with standard 
expectations for that particular key element. Ranking is based on the arbitary, 
and value-laden judgement of the researcher and this must be taken into 
account when standardising the information.
The context in which a phenomenon such as health occurs defines, limits or 
extends the phenomenon. In a qualitative model, context can be described as 
layers of circumstances or environmental factors that interrelate with other contextual 
layers. This type of framework was described by Hinds, Chaves and Cypess 
(1992) as including four nested contextual layers that are distinguished from each 
other in terms of the extent to which meaning is shared (from totally individualised 
to almost universal meaning); the dominant time focus (present to the future) of the 
study; and the speed with which change within the layer can occur and be 
perceived or measured. In such a framework, meaning is derived from purposeful 
interactions with the layers while a new or altered configuration of meaning occurs 
with each interaction. Hinds suggests that individual layers and combined layers of 
context have direct implications for research and practice. The immediate and 
specific context layers are more predictive sources and the general context and 
metacontext layers are more explanatory sources (figure 2.7).
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FIGURE 2.7 Depiction of four nested, interactive layers of content surrounding a phenomenon, 
and the meaning that can result from purposeful interaction with the layers of content
(Hinds, Chaves & Cypess, 1992)
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The nested contextual layers presented in the diagram above provide an idea of 
the level of involvement for various indicators, and the impact of the researcher on 
the phenomenon being examined, but difficulties arise in interpreting the 
importance of these elements to the groups that would want to use the information. 
It is possible that policy-makers and managers would not find this conceptual 
framework useful for deployment of resources or evaluating the outcomes of health 
program users, whereas community subgroups may be able to relate closely with 
these organising concepts.
Nevertheless, if health and health processes are to be monitored and assessed, 
indicators are needed that are independent of health breakdown measures. 
Indicators or signs that the phenomenon exists or has changed, should be valid
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and functional, meaningful, feasible and contextual. Throughout the literature on 
health and health promotion there is an emphasis on the importance of health- 
related behaviours and the effects of behaviour on individual health. Most of the 
studies supporting this have concentrated on those behaviours that damage 
health, such as cigarette smoking and other substance abuse. Aspects of health 
behaviours that are of importance to this project, relate to the efforts people make 
to maintain or enhance their health such as dietary patterns, coping with stress, 
avoiding health hazards, self-efficacy in choosing treatments, and taking an active 
part in the control of their various overlapping environments such as life in a 
multicultural community.
It is essential therefore that indicators have cross-cultural utility and are acceptable to 
all community sub-groups. Indicators of individual and societal actions for the 
promotion of physical, mental and social health were identified by Kar, Colmen, 
Bertolli and Berkanovic (1988:63) and ranked according to varying levels of 
consensus and by the level of economic development of the respondents' 
countries. The indicators briefly given here provide a guide to the types of 
indicators that would be useful in profiling some aspects of health in the lllawarra 
community. Ranked social health indicators are:
Provision o f educational opportunities
Provision o f adequate employment
Provision o f community facilities
Provision o f adequate school health promotion services
Provision of adequate resources for social health
Development and sustaining of social support networks
Adequate social/recreational facilities
Adequate crime prevention and law enforcement
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The lack of developed information on positive health indicators has caused a need 
for selection of new indicators of health and health-related behaviours. Validation of 
these indicators in the field presents some difficulty in that valid positive health 
indicators are rare in any health-related discipline and therefore comparisons are 
limited. Existing health promotion indicators, for example, were largely developed 
using Delphi techniques and as such are a reflection of a consensus among certain 
experts in the health promotional field. The quality and usefulness of these 
indicators have not necessarily been tested or validated. Even so, extensive 
resources have been allocated and action taken to act upon findings arising from 
the study of these indicators. (For example serum cholesterol threat or prophylactic 
aspirin consumption)
There is a need to generate accessible local information on positive aspects of 
health as well as the negative ones. Positive indicators are concerned with 
lifestyles, knowledge and beliefs as well as health promotion services and 
treatment services; the quality of the physical environment and socio-economic 
conditions. Indicators can provide baseline measurements for deciding community 
action priorities and can be evaluated in terms of outcomes. Accessibility of 
findings can assist the general public to become more involved in health decisions.
Indicators of negative health are an essential part of the health balance that occurs in 
the real world. They bring the negative end of the health continuum into 
perspective. While they do not indicate priority areas for preventive activities, they 
do indicate the need for treatment services and prevention programs. Negative 
indicators are also important in establishing the merit of services in terms of 
outcom es such as the effectiveness of treatm ent and other supportive 
interventions in reducing disability, discomfort and dissatisfaction.
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Positive health indicators were being considered thirty years ago as the World 
Health Organisation began to formally consider positive health indicators. Catford 
(1983) mentions The Australian Risk Factor Questionnaire (1980) of the National 
Heart Foundation as being important in the early attempts to establish positive 
measures. It is artificial to make a firm delineation between positive and negative 
health. In this mathematical analogy the prospects of excessive or ‘over’ health and 
neutral health would have to be explained along with ‘low’ or poor health. Such 
oversimplification of this complex phenomenon contributes little of practical use in 
profiling a community’s health.
In the process of measurement development, the influence of geography; the 
terms of reference of the health agency conducting the research; the target 
community’s catchment population and the resouces available to it - would all have 
to be considered. The end result is essentially a justified compromise on the 
relevance and usefulness of the indicators; the comprehensiveness, validity and 
reproducibility of the indicators; the cost of developing them and the feasibility and 
simplicity of using them; as well and selecting those elements that are amenable to 
the construction of indices.
Measuring individual health presumes a sound knowledge of the impact on life and 
health of lifestyles, knowledge, attitudes and activities undertaken by individuals. At 
this level, the availability of data sources and the existence of standardised 
collections of health information must be considered and the classifying variables 
such as gender, marital status and age chosen. Decisions must also be made 
regarding the validity of aggregating individual data in an attempt to profile the 
community condition.
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Indicators of a healthy physical environment would have to include reference to 
water, sewerage and the condition of the air. Socio-economic circumstances are 
included here. These indicators refer to processes that affect a community’s ability 
to reduce or avoid socio-economic risks, but these indicators or targets can 
become the focus of political action by a disenchanted community. Variation 
occurs between different communities therefore any interpretation of local data 
must be cognisant of factors such as local unemployment, income distribution and 
community educational levels.
Throughout the literature on indicator development and research based on indices, 
there is an increasing sense of frustration with the processes involved and the 
variable results achieved. Noack (1987) claimed that social indicators should serve 
an ultimate goal and the methodological approach chosen depends on the 
purpose of the project and the questions that require answers. He concluded that, 
in reality too much energy has been devoted to developing indicators of health 
status. Health has always been a mystic concept and the possibility of its 
definition and measurement has challenged many scientists, measuring health 
using health indicators can turn into "I'artpour I'art, which in the end will not serve the 
goal of health for a l l . Despite this sense of frustration, there is an overwhelming 
sense of urgency for indicators to be developed that can overcome these 
problems, and contribute to a variety of end-users in community health and 
management.
Community health indicators should be specific to the particular contexts of groups 
such as people in the community, workers, students or specific age groups. 
Attention should be given to methodological and technical aspects such as indicator 
development, sampling, data collection and data analysis. Spuhler (1988) advises
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that there is a need for a standard process for developing indicators. Such a 
process requires definition of the:
1. levels at which indicators are to be used
2. users (policy-makers, researchers or citizens)
3. purposes of the indicators (for policy-making, to justify or tailor or kill 
programs, to meet health goals or to increase knowledge)
4. time frames (weeks or years)
5. objectives or goals
6. type of action to be measured (individual, legislative, educational)
7. qualities of the measurement (meaningful, valid and reliable)
8. methods for data collection (single, multiple, primary, secondary)
9. procedures for dissemination of results in forms suitable for different 
audiences.
Whatever the needs of the different end-users, indicators should be of reasonable 
quality. Validation and reliability tests are therefore essential requirements for 
existing indicators and for those being developed. The indicators and methods 
used must be appropriate in terms of age, gender, culture of the people in the 
community being profiled. Data collection should be efficient and the most 
appropriate methods selected for each indicator. This may entail compromise but 
methods of data collection and measurement should be standardized as far as 
possible. The outcome of such studies and the utility of the findings will relate to the 
timing of the research and the quality of the data sources used.
ACCESSIBILITY OF THE HEALTH ATLAS DATA
The conceptual and theoretical basis discussed above will be used to support the 
indicators selected for the community health profile. The problems associated with 
triangulation of data from a variety of philosophical perspectives and using a
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variety of research approaches have been overcome to a large extent by 
combining them in a geographic spatial matrix and presenting them in cartographic 
form. (See MAP 2.1 below. The final profile allows for superimposing or building 
up layers of context-relevant information on particular geographic areas. End-users 
can do their own data correlations between disparate types of data similar to that in 
The Health Atlas of the lllawarra. The major limitations of this technique, of course, 
relate to the information’s contextual relevance and the descriptive nature of 
findings.
The map overleaf provides a guide to the postcode divisions used in the health 
atlas. Further information from disparate sources was added to this matrix to build 
up a profile of health in the lllawarra area.
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allows end-users to perform their own data correlations between disparate 
types and intensities of data. The Health Atlas of the lllawarra demonstrates 
this approach to data correlation and presentation. The major limitations of 
this technique, of course, relate to the information’s contextual relevance and 
the descriptive nature of findings.
MAP 2.1
Section Three - Technical Considerations
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SECTION THREE
TECHNICAL CONSIDERATIONS
Determining an operational definition o f health is fundamental to subsequent 
research and discussion. An overview o f the health indicators selected is given 
along with the reasons for their inclusion. Indicators were selected within the 
constraints of the availability o f data, their usefulness in profiling community health 
and the need for further original research on particular indices. Also addressed are 
the pragmatic requirements o f using standard data collections and ways in which 
these can be combined with specific research into other, non-standard aspects of 
community health. Data manipulation methods used across all indicators in the 
m atrix are described along with the advantages and disadvantages o f each 
method for the purposes o f this work.
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T e c h n ic a l  c o n sid e r a tio n s
IN PROFILING THE HEALTH OF A COMMUNITY
This section is based loosely on the approach recommended by Goldberg & 
Dab (1987) for the study of the phenomenon of health. They present health as a 
product of a system consisting of partial elements that can be assessed on an 
individual or population level. This contributed to the construction of the systems 
paradigm used in this thesis. The method chosen for combining the separate 
elements of the community health profile were combined in the geographic spatial 
matrix discussed in Section Two. This matrix is a major element of the meta­
theoretical framework shown in the previous section, and it allows for considerable 
flexib ility in the selection of indicators for the region being profiled. It does 
however, underline the need for an operational definition of health; the choice of 
phenomena that reflect community health status; and the types of information that 
can be collected and combined in the profile. These three tasks will be addressed 
in this section of the thesis.
An operational definition of any phenomenon establishes standards against which 
characteristics of people and groups can be compared. In defining 'health' 
difficulties can be anticipated because of different perspectives held by people 
about social normality or health. Adjectives or qualifiers of the concept of health can 
include ‘optimal’, ‘reasonable’, ‘appropriate’ and even ‘poor’ or ‘bad’ health. These 
are all indirect references to standards that can vary depending on the social 
context and the people or organisations who have established or validated the 
standards.
Social, institutional and geographical factors also contribute to the health of a 
community and a community health profile must reflect these contributions and not 
be just an aggregation of individual health or illness measures. Depending on the 
operational definition of health being used, global states of health can be classified
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according to functional, subjective and social health existing independently of 
pathophysiology and focuses more on capabilities. The issues raised here will be 
discussed more fully below.
O per a tio n a l  definitio ns  of health
In any effort to operationalize health as a construct, there are several issues that 
must be addressed and resolved. Researchers must ensure that the approach 
and technical procedures used are such that they can safeguard the interests of all 
the stakeholders. For example, ‘scientific’ approaches with an emphasis on 
objective strategies are not able to measure the subjective phenomenon of 
‘feeling well’. Hunt (1988) supports the view that people experience wellbeing or 
health as an emotional phenomenon that fluctuates dramatically and for no 
observable reason. Selection of indicators of the health phenomenon must also 
take into consideration the appropriateness of health indicators and the purposes 
for which they have been developed. For example, the notions of ‘rehabilitation’ or 
‘prevention’ are normative in that they do not necessarily target the needs of those 
affected by disability or disease for their own sake. Both approaches reflect 
attempts to change the behaviours or lifestyles of individuals so that they may re­
enter ‘normal’ society. Under such a construct, community participation in health 
services and policy development could be regarded as a means of social control 
geared to normalism, or healthism, and possibly an increase in inequities between 
those who participate in organised community activities and those who do not.
Considerable weight is given throughout the literature to debates over validity and 
comprehensiveness of research into positive health. Some research approaches 
assume that wellbeing is able to be measured in the same ways that illness, 
disability and disease are currently measured within the medical paradigm. Other 
researchers reject these quantitative and reductionist approaches in terms of their 
spurious claims of objectivity. However, Spuhler (1988) claims that there is too
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much emphasis on research questions and too little on the concrete use of modest 
indicators of health and that things are really much simpler than people judge them 
to be.
The concept of health remains amorphous and difficult to operationalise, but this 
does not mean that attempts to do this are wasted. Perceptions of health and well­
being are based on memory, hopes and imagination and are validated within a 
context of socio-cultural values. These concepts are subject also to shifting 
priorities as both individuals and communities seek to create order in their lives. 
Any search for indicators or evidence of community perceptions of health must be 
made within this extensive and shifting framework (McDonald and Wilson 1991).
Research into these complex views of health is further limited by the need to 
understand a community's behaviour despite differences community members 
may have in perceiving health; and the interpretations arising out of the researcher’s 
personal level of understanding about a community and the community’s health.
Functional health
The idea of health as fundamental to the performance of social roles is widespread 
in the literature (Katz 1963; Grogono and Woodgate 1971; Skinner and Yett 
1973; Bergner 1976; Brzezihski 1987; Smith 1987; and Hadorn and Hays 1991). 
Nursing and biomedical theorists subscribe to this paradigm primarily because of 
the ir own roles in restoring people as far as possible to their former levels of 
functioning and well-being. Goals of care and treatment are phrased in terms of 
abilities or strategies to enable people to regain physical and intellectual functions 
and adapt to limitations in these functions so that they can resume their various 
social and self-care roles in relative comfort. Measurement of health in functional 
terms has also been the subject of research into the achievement of a number of 
good quality years of life as a result of medical treatment (Torrance 1986).
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FIGURE 3.1 . Example of a functional health state classification system
(Torrance 1986)
Indicators of functional health as shown in FIGURE 3.1 above are problematic in that 
there is a danger of artificially separating the emotional perception of health from 
any ability one may have to perform certain functions. Division of health into the 
number of roles that can be performed, or the level of assessed skill in performing 
tasks reduces the idea of wellness to a list of separate events and removes the 
necessity for asking the person for their opinion about their own health. It is 
therefore essential that community health is defined in terms that include, but go 
beyond functional abilities.
Subjective health
A substantial body of literature supports the validity of simply asking people 
whether or not they feel healthy. This very simple, unstructured approach to 
measuring health and wellbeing calls upon the person to evaluate all that is 
occurring in their lives and to encapsulate it in a single response.
77
Section Three - Technical Considerations
The various dimensions of subjective health are wellbeing, physical, and 
psychosocial functioning and satisfaction with the quality of life. Subjective health is 
distinguished from self-rated health where the survey responses are restricted by 
the requirements of professionals who devised the questionnaire. For example, 
self-rated responses may be placed on a yes/no basis or on a Likkert Scale 
ranging from excellent to poor health. In self-rated health, the data collected do not 
necessarily reflect the values of the person responding and may not take into 
account the context in which the respondent was operating at the time. Confusion 
about the differences between subjective and self-rated health have given rise to 
measures of self-rated health being presented as subjective health. For example, 
the Nottingham Health Profile measures health problems rather than positive 
health, and may not be cross-culturally valid as it was designed only for Britain and 
has not been validated for other countries and cultures. Sphuler (1988)
Self-perceived health status and even proxy reports of health have been shown 
to be valid predictors of morbidity (Hunt, McKenna, McEwan, Williams and Papp 
1981; Hunt 1988; McEwan, Hunt and McKenna 1987 and Idler and Angel 1990). 
People have also proven to be accurate about their own health needs as reflected 
in their health and illness services utilisation. But throughout these efforts, the 
contextual realities of health have been given little attention. The presence or 
absence of diagnosed disability may have little bearing on self-perceptions of 
wellbeing. The resurgence of stress-related health concerns in the 1990’s may be 
more related to a modern lifestyle where health icons are constantly being 
presented in the media and people are encouraged to allocate weight to issues 
and concerns about body image and health that would have seemed trivial fifty 
years ago.
An operational definition must therefore include the perception of well-being held 
by individuals or by the community generally, regardless of any concurrent
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diagnosed pathology or prevalence of disease. Despite this, the major context in 
which health is perceived by researchers is at the individual level. There is a 
general tendency to focus on the individual’s responsibilities in preserving or 
seeking to regain their own health regardless of the context in which they exist 
(Brzezinski 1987; and Nicholas and Gobble 1991). In fact, where a person’s 
lifestyle hampers their ability to function, the advice of health professionals too 
often relates to the person’s obligation to get themselves into a more acceptable 
context. This avoids the more difficult problem of dealing with the situational 
problems that may or may not have contributed to their health breakdown. In 
attempting to establish a profile of a com m unity’s health, over-emphasis on 
individual self-reliance and accountability for health status restricts opportunities for 
construction of a global profile of health.
Social health
Can individualist approaches be transplanted successfully to a view of a 
community’s ability to function? While neither objective nor subjective measures 
are in themselves able to provide an operational definition of community health, 
the prospect of combining these categories of information is hampered by several 
methodological problems.
Traditional sources of information on health and health economics have been 
fostered as a basis for policy development and decision-taking about the allocation 
of health care resources. To this extent, the focus on illness and illness-producing 
behaviours is given priority over health promoting and health preserving efforts 
(Chen 1975; Kaplan and Berry 1976; and Goldberg and Dab 1987). Even as a 
source of secondary information, these routine data collections are of little value in 
an assessm ent of a com m unity’s self-efficacy. The information collected by 
governments is usually aggregated on a state or national level and most of the 
contextual relevance is lost for the local community.
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The selection and construction of indicators attempts to address these problems. 
Indicators or outcomes of certain complex processes, are sources of information on 
social health. Examples of social health indicators include social support networks 
(Mootz 1988); the distribution of educated people within the community; the 
structure of the local physical environment and the proximity of transport and 
industry to residential areas; the level of community activity or response to health 
issues that affect the entire community. Such indicators provide a view of the 
community that is sensitive to alterations in the community’s self-perceived needs 
over time and provide the important contextual dimension to the experience of 
community health.
The process of health indicator selection is also embedded in the local context. If 
we allow that one characteristic of a healthy community is that the people subscribe 
to a community ‘identity’, then experiences regarded as unique aspects of that' 
community's experience of health are needed.
PHENOMENA THAT REFLECT THE HEALTH STATUS OF A COMMUNITY
The wide variety of community characteristics and circumstances suggest that health 
experiences in one community are not the same as those in another. The validity 
of comparing certain indicators in different communities can be questioned. It is also 
possible that neither the baselines nor the processes used in measuring 
community health phenomena are truly comparable once the study goes beyond 
standardised measures such as census-derived social indicators. Even in this 
category, the timing and methods of collection in different countries can distort 
comparisons. In realistic terms, community health indicators may provide an 
indication but not an explanation of the state of any particular community.
Hayes and Willms (1990:163) note that “...The assignment o f meaning must 
come from the community itself, for citizens o f the particular community are part of
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the behaviours and interaction effects which give life to the community. The 
evaluation o f what is a healthy community depends on the values espoused 
within that community. .. it is only after these values are determined that indicators 
can be described.”
Determining the values operating within the local community involves the study of 
human responses and this an essential part of a process of community 
assessment that guides community health nursing practice. Through this process 
we come to understand community values, strengths, resources, limitations and 
needs. Unfortunately, many of the models of community assessment or analysis 
can be awkward and time-consuming. It is here that technology can assist in 
organising information into manageable lots.
Community assessment is a concept that emerges from public health and nursing. 
Public health contributes a focus upon analysis of groups or aggregates using 
epidemiological methods to pursue goals of primary prevention. Nursing focuses 
on people as social beings within certain contexts, and on human responses to 
their circumstances. «
The concept of community health diagnosis or assessment emerged in the mid 
1970’s as a result of concern that the needs of specific population groups might be 
determined and analysed. Muecke (1991) described the purposes of community 
diagnosis as:
1. assessing the health status, resources and vulnerability of a community or 
population and its subgroups;
2. identifying the social and environmental factors associated with that health 
status ie. values; attitudes; patterns of health-illness; community relationships;
3. evaluating a group’s ability to deal with deficits in its health status;
4. assessing and setting priorities regarding health goals and interventions.
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Once a com munity’s health status has been diagnosed, of course, there is a 
requirement for ongoing review and revision so that new or updated data that 
describe changes in the community or its subgroups can be added over time. Part 
of the difficulty with community diagnosis and assessment that allows for the 
inclusion of a variety of data, is that it becomes difficult to distinguish essential data 
from the merely interesting. The purpose of the research therefore must be clearly 
stated and the elemental concepts defined.
O peratio nal  definition  of com munity  health
While the definition of health itself is a major source of ambiguity in profiling the 
health of a community, definitions of community are sources of ambiguity. The 
basic concept of health used in this thesis is that it is a resource for living and this 
applies throughout the community.
Integral to the concept of community health is the notion that the community has the 
ability to seek out and use the resource of health, by identifying and satisfying local 
health needs of a preventive, protective and curative nature. A healthy community 
is not inert within its environment and therefore is able to influence environmental 
and socio-economic factors that impact on community health. The values placed on 
health, health breakdown and disability by biomedical paradigms are less relevant 
here. Community evaluation of the information allows for individual, group and 
population value systems to operate within the context of space, place and time. 
The definition of community health constructed for this thesis is as follows:
Health is a resource for living and community health refers to a 
community ability to seek and use this resource in preventive, 
protective and curative ways within the context of social, 
cultural and environmental sensitivity.
From this definition, the following elemental (or indicator) categories as described 
earlier in the theoretical framework become apparent.
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Indicators of community health
Four categories of outcomes or indicators most indicative of community health are:
1. Community competence
Is the community able to perceive itself as a capable entity and deal with 
its problems and threats in ways that support the various functional, 
subjective and social elements of health?
2. Environmental health
Is the community environment under any threat? Is it safe from criminal 
activities? Does it have clean air and water? Does the environment allow 
community relaxation?
3. Lifestyle options and choices
The geographic and social context of lifestyle options relates to the 
educational and skill levels of community members as well as socio­
economic factors that affect employment and health choices. To what 
extent are these options supported in the community?
4. System of health care and support
Are people physically and emotionally healthy? Is this an outcome of the 
services provided by the local health care system and other local support 
services? Information collected on these categories will be able to 
establish whether each of these categories is in a state that supports 
community health or inhibits it overall.
S elec tio n  of info r m atio n  to  be collected
Community health data can be collected from a variety of sources and using a 
varie ty of collection methods. For example, information gathered from local 
newspapers; key informant interviews, surveys and group discussions; information 
from the population by means of surveys and questionnaires; direct research on 
particular health indicators as well as the standard collections of morbidity and health 
service utilisation information. Information from various sources within a conceptually
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manageable context can lead to a conclusion as to whether a community is healthy 
or not.
In this type of study, convenience sampling is a reality as it is not possible to 
undertake traditional research where so many disparate variables impact on the 
overall health of the community. Because the community cannot be manipulated or 
controlled as in the natural science paradigms, the researcher must, to some extent, 
become involved in the subjective nature of the sample. Qualitative approaches 
therefore are more valid in such situations, however there is still a widespread 
preference for quantiative analysis and this must be taken into account. Qualitative 
approaches also allow for triangulation (multifaceted data collection) to increase the 
possibility of data being representative of the phenomenon being studied - in this 
instance a community's health. It is advisable to use a variety of data sources and 
measurement strategies to minimise the spectre of distortion and bias - a very real 
risk when dealing with a single data set collected by a single researcher, using a 
single limited paradigm.
S elec tio n  criteria  for co m m unity  health  status  measures
Bergner, M & Rothman, M (1987:195) claimed that as, "...the effects of health and 
illness express themselves in m any domains. ... the broader the definition o f 
health used in selecting appropriate measures, the more likely a complete 
assessment o f health and illness will be obtained." The definitions provided earlier 
in this section satisfy this requirement to the extent that health as a resource is 
regarded as a combination of observed and self-perceived information available 
to individuals and communities for the purposes of living. In choosing a measure of 
community health status it is essential that links are preserved between the content 
of the measure, the context of the inquiry, and the original aims of the study. The 
data provided by any of the measures must satisfy the questions being asked 
and relate to the underlying model for profiling the health of a community. The links
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with the theoretical framework may be quite broad in terms of the structure and 
process, and yet more narrow in terms of outcomes and indicators such as 
community competence.
The geographic scale of discrimination is also important. The categories of data 
must be congruent with the representation in a spatial matrix if they are to be 
presented cartographically. Multidimensional measures of a community’s health are 
able to provide a single aggregated score across all the dimensions as well as 
scores for all the disaggregated dimensions. Aggregation of quantitative and 
qualitative data has the advantage of providing a single value for a complex 
phenomenon that occurs at the individual or group level and in various component 
parts. This outweighs the disadvantage of having to forgo individual variability 
even though these individual details may be important in studies of individual 
health. For example, in several of of data collections presented later in this thesis, 
the categories of participating groups varies. In some, Nowra is included but not in 
others, however it was presented nevertheless because for people living in 
Nowra, this information may be of some value. In this study, the focus is on a 
community’s health and as such, aggregation of data is a necessary compromise. 
Despite the lack of precision inherent in aggregating scores of multidimensional 
measures, the generation of a single index for the health of a particular community 
offers the opportunity for ease of comparison of variables across the spatial matrix 
in which the community is set.
Valid ity
Attention to validity is paramount in constructing indices and validity criteria can vary 
according to the type of index, categories or domains one is attempting to 
measure. Content validity refers to the way in which the domain has been defined 
and sampled. To ensure that indexes used to profile a community’s health are 
acceptable to professionals who may wish to use the findings, and also
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acceptable within the context of community values, key people (experts and 
community representatives) were consulted in the generation and selection of 
items. In many of the indexes used in this study, extensive reference was made to 
the existing literature on the various subjects to establish those elements 
considered important to community health.
Assessment of community health has relied for some time upon measures of 
disability and other standards of poor health such as prevalence rates of disease. 
In terms of predictive value for health, these standards are less relevant in a health- 
oriented field than in the study of morbidity. It is therefore difficult to generate 
indices with criterion validity for community health. This is not so important when 
one considers that predictive validity is only one element of the validation process 
and, in the field of community health, could only result in indefinite conclusions.
This absence of an established standard for community health is problematic in that 
the data gathered on various categories of community activity need to be 
compared in order to establish patterns of correlation. Evidence of convergent 
validity is acceptable if there is a relatively close correlation between the data and 
the standard. Discriminant validity can be said to occur if variables that should not 
be related, do not appear to be so when compared. It is not feasible to use a 
control group approach to establish construct validity in the profiling of a 
com m unity’s health; nor is it likely that particular health characteristics of 
neighbourhoods will be known in advance and so tested. For these reasons, multi­
trait, multi-method approaches have been used to establish construct validity in the 
various surveys that contribute to the overall profile. It is possible to test the 
correlation between alternative methods dealing with shared variables that are 
applied ultimately within the geographic matrix of a health atlas. This was done as 
various geographic areas were examined in the domains that make up the profile.
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In the series of surveys underpinning the Health Atlas of the lllawarra, reliability is 
established through the consistency of findings from various surveys. In some 
instances the surveys were run and then repeated to test the stability of the 
technique for measuring that particular aspect of community health. The problem 
that the same subjects might respond differently during a second test was 
examined by testing a small sample and then retesting the population. In several 
of the quantitative surveys undertaken it was necessary to establish internal 
consistency through correlation of the variables covered in the data with the total 
score for the instrument. Items that did not correlate highly (less than 0.7) were 
deleted from the instrument as it was being developed.
As the driving approach in this work has been to combine qualitative and 
quantitative data, attempts were made to overcome the validity difficulties of 
working alone in determining, collecting, analysing and presenting the community 
health data. The theoretical framework developed from the literature has provided 
the elemental categories or domains that were tested and included if found to be 
valid. The framework is not meant to be regarded as a holistic model for the 
profiling of community health, nor would it be wise to assume that the conclusions 
reached are indeed the only conclusions possible from the findings. Nevertheless, 
care was taken to safeguard validity in terms of qualitative research standards. 
Specific instances will be discussed more fully below, however certain guiding 
principles were followed and deserve some discussion here.
Qualitative valid ity
The problems of representativeness of the information collected and researcher 
bias were overcome by searching for data sources that were either collected by 
some other agency such as the Health Insurance Commission’s data on Medicare 
recipients, or collected from sources that were not easily accessible such as the 
data on pharmaceutical product sales in the local area. In this way it is possible to
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claim that the activities observed did not occur only during the time of the survey, 
nor was the researcher’s presence able to have an impact on the data during 
collection.
The typically large amount of data collected in qualitative studies occurred in this 
study also. The strength of the data from various sources and approaches was 
observed in the patterns that developed as the information was arranged within 
the geographic matrix. As more data was added, the patterns became more 
distinct in terms of the health profile of that community or postcode.
Where the evidence was not reliable because of low return rates for example, it 
was either omitted or, if used, clear caveats were given to the reader. In some 
instances these unusual elements were treated as outliers and examined in terms 
of their relationship with the majority findings. Extreme cases were, for the most 
part, used to test and further develop the theoretical framework. Throughout the 
study, reference to published material has continued and where unexpected data 
re la tionships occurred, specific effort has been made to offer possible 
explanations. The findings have not been replicated fully and such an undertaking 
is a recommendation emerging from this study.
At the start of this attempt to profile a com munity’s health, there were no 
assum ptions made as to what might be expected. The researcher was a 
newcomer to the locality and had no vested interest in proving or disproving 
preconceptions. As the study progressed, there was an emerging conviction that 
certain postcodes in the community were ‘less healthy’ than others. At this point, 
consultation with a professional geographer assisted in examining other possible 
explanations for the findings, and in particular, unusual evidence that did not seem 
to fit with the overall thrust of the profile.
88
Section Three - Technical Considerations
Feedback from the participants in the various surveys and the response to the 
published Health Atlas of the lllawarra has validated much of the commentary 
about the profile elements. Response from the general public, the media and 
other professionals has verified much of the information presented and has created 
an expectation that the profile will be repeated at a later date to add a temporal 
dimension to the community health profile. The limitations of this approach are that 
such profiles indicate the health of the community but fall short of explaining how or 
why a community might be behaving in a healthy or non-healthy way.
Indicators and indices chosen for this project
If a community is healthy, then certain processes will occur to produce outcomes or 
indicators that the system is in fact working and producing a healthy community. 
This conclusion is rooted in logic and systems theory as well as an extensive 
literature search, and consultation with various experts and community 
representatives. The elemental categories that indicate the presence or absence of 
community health are detailed below in terms of the purpose of the measure; 
background to the development of the measure; populations and/or service 
settings used; description of the instrument and method of scoring; administration of 
the study and acceptability of content and approach to the respondents; reliability 
and validity of the study; construct validity in terms of results obtained to confirm the 
expected patterns or relationships compared with the theoretical constructs on 
which the measure was based; and brief comment on the value of the measure 
compared with alternatives and its application in profiling a community’s health.
Elemental category 1 : community competence
Indicators of a community's ability to deal effectively with its problems and threats 
to health appear in several ways. The most convenient approach to studying 
community competence is to observe what the community has produced in terms 
of space and place. Aitken, Cutter, Foote and Sell (1989) place credence in the
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ways people act on information gained through experience, perception and 
organisation of concepts about their communities. These researchers hold that the 
subjective component of human lived experience is equally as important as the 
objective component. The ability of the community to exert an influence on their 
environment will be reflected in the dynamic interdependence between people 
and places. This interface between people and their community organisation and 
aesthetic value can be seen in the surroundings such as parks, sporting fixtures, 
industrial locations and residential arrangements. The major geographic theme that 
covers this approach is known as landscape perception and experience. This 
subfield of geography allows for social and cultural comparisons and the 
understanding of ways in which communities demonstrate competence.
1.1 Landscape survey
Relph (1989:150) believes that there are both systematic and responsive 
methods for studying landscapes. Responsive methods cannot be reduced to 
simple statistical procedures. However he believes that the significance of 
landscapes lies in the impact they have on imagination and memory and ways in 
which people relate to a place. It is therefore easily misinterpreted by scientific 
methods based on systematic, standardised and objective data. The resulting 
scientific detachment from the community in which one lives creates opportunities 
for political and commercial manipulation of attitudes and creation of confusion and 
social upheaval. If Relph’s claim is true, that landscapes “ ...are not just incidental 
visual backgrounds to other social concerns but are part o f our being that enter 
directly into the quality o f our lives by providing countless small pleasures by 
stim ulating our thinking and...provid ing the context for moments o f profound 
reve la tion..."then serious consideration must be given to investigating the actual 
landscape and related activities that occur in the community. The process involves 
five main stages:
90
Section Three - Technical Considerations
1. Observing or seeing.
The qualities of the landscape are noticed carefully and precisely so that all is 
seen and not just the aspects that are pleasing to the observer.
2. Thinking and reflecting as part of the experience of existing in that 
landscape.
In this stage, some of the possibilities offered by phenomenological ways of 
thinking are useful as they respond to the subject matter and experiences of 
the landscape rather than impose methodological systems for processing the 
information.
3. Description.
Scientific explanation is not able to explain all important aspects of life. In 
landscape surveys, one describes landscape features in their context in an 
attempt to clarify meanings of the features observed.
4. Interpretation.
This stage stresses some perspective or context to suggest a meaning for 
these observed facts. The chief aim is to piece information together in ways 
that bring understanding about the landscape and the community living there.
5. Explanation.
This final stage involves seeking causal mechanisms and processes to 
establish underlying causes and ways in which they impact on the community 
and the landscape.
In considering the landscape (or cityscape) as an indicator of the long term results 
of people and their activities, the concept of community competence emerges. 
Landscapes are a source of information about the functioning of the community as a
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system with political and social elements where people with widely differing 
priorities negotiate their ways through time and place. The results of these 
negotiations are visible on the community’s face - the landscape.
The appearance of a city or landscape is therefore not accidental. Time, effort and 
m oney is continually being expended in creating the place and space for a 
community to exist in. The presence of rational order in residential and industrial 
zoning or the quality of recreational areas will tell as much about the dominant 
values and priorities of a place as will squalor and mess. Socrates observed that, 
“...b y  knowing more about the world we come to know more about ourselves." 
(From Diogenes Laertius, Lives of Eminent Philosophers, Book ii, section 25). 
Even so, landscape studies do not fit comfortably in a general systems paradigm 
geared to efficiency in achieving goals. It is a more open-ended process that 
allows for artistic interpretation of community concepts rather than judgements 
about functional merit.
Aitken, Cutter, Foote and Sell (1989) describe two elements of landscape study. 
Spatial utility maximisation and discrete-choice modelling are the processes by 
which people shape their community structures and functions. Where there are 
active decision-makers (an indicator of community competence) information is 
processed, evaluated against criteria allowing for choices to be made among 
alternatives. Evidence of choice is a major element of competence.
Discrete-choice modelling reflects the existing constraints that influence activities 
and the spaces in which they occur. Social, temporal and spatial constraints can 
occur beyond the control of the people in the community context. These 
constraints can severely limit or complicate the relationships people have with their 
local landscape. W here choice is constrained, decisions must be made to 
maximise strengths and to limit threats to health and well-being.
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The same research problems as for other studies of community health emerge 
here. Scaling techniques to establish relationships between variables and then to 
place these within a geographic matrix can be challenged in terms of the predictive 
value of the studies and this creates doubts about internal validity and the wisdom 
of aggregating data.
The effect of researcher bias in the perception of the landscape must be 
considered in this type of study. Care must be taken to include the effects of social 
aspects of perception arising from gender and class differences, professional 
socialisation and cultural attributes in the observer and in the population being 
observed. Spatial order can be more easily understood against a background of 
social organisation and human behaviour. As Aitken, Cutter, Foote and Sell 
(1989:229) observed, "The strength o f socioeconomic status and class affiliation 
defines the character o f environmental perception - particularly feelings o f personal 
attachm ent to neighbourhood areas, historic preservation , class conflict and 
gentrification." The concepts of perception and observation depend greatly on 
first-person surveys and interviews and the entire study can be influenced by 
transient variables such as weather or irritating events that have distracted the 
researcher.
Landscapes can be presented as stable images, or as a temporal dimension 
added through a time-series of photographs of the same landscape. The dynamic 
state of the landscape is difficult to capture in trying to establish whether the 
community is acting competently to preserve health.
This is a quite radical departure from the traditional approaches to research, 
however some mention of this commonly used descriptive approach is warranted 
in terms of creating an accessible community profile with which the general public 
can identify. Alternative methodological and philosophical departures such as this
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allow for a wide range of novel source materials to help to explore attitudes toward 
landscape and the symbolism and values attributed to various structures and 
organisational arrangements within the community. A brief excerpt is presented 
here and in the appendices, of a landscape survey of the lllawarra community.
Illawarra Landscapes
The lllawarra Region is particularly picturesque with a magnificent escarpment 
separating the 60 km residential band from the western plains of New South 
Wales. (See Appendix p.305-310) The close proximity to the Tasman Sea and 
beautiful white sandy beaches interspersed with a black basalt coastline, lends a 
relaxed atmosphere to the city and surrounding rural areas. On a negative note, the 
steelworks located at Port Kembla and coal-m ining industries all along the 
escarpment produce considerable pollution in terms of photochemical smog and 
the noise and filth of the coal trucks that are constantly on the major transport routes.
1.2 Windshield survey of the Illawarra Region
An alternative to photography is available, however the same research problems 
as described above impinge on the value of the findings. A windshield survey 
[described by Stanhope and Lancaster (1992) as a method of becoming familiar 
with the community as an entity] can be combined with other available information 
such as real estate data, to construct a profile that can be validated later if 
necessary using socio-economic indicators from the national population census. 
During the survey, observed postcodes were combined with information from a 
real estate guide and information from conversations with local people. The full 
results are given in the appendices however a selection of descriptors is shown 
overleaf for postcode 2500 the central Wollongong area.
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POSTCODE 2500/2520
Suburbs: Wollongong Coniston Mangerton Mt. Keira 
Gwynneville Keiraville Mt. St Thomas
Wollongong: Wollongong consists mainly of townhouses ranging in price from 
$139,000 to $200,000. Houses in the area start from $160,000
North Homes sell for around $200,000 but home prices have increased by
Wollongong: around $70,000 in the last year
Coniston: This suburb borders on the steelworks and is an older suburb with 
lower priced houses starting from $120,000
Mangerton: An older, upmarket suburb with homes on large blocks of land. 
A three bedroom brick home would cost around $250,000. 
Prices start at around $150,000
Gwynneville: Part of this area is ex-state housing therefore the homes are in the 
lower price ranges. There is also a tendency for Sydney people to 
move into the area. A three bedroom brick home costs around 
$140,000
Keiraville: A leafy, quiet suburb west of North Wollongong and at the base of 
Mt. Keira. Homes cost around $170,000
Mt. St Thomas: Older area with homes in the lower princes at around $130,000
Mt. Keira: An older established area of Wollongong with an average home 
costing between $160,000 and $170,000
When this information is correlated with other indicators of community competence, 
such as the levels of community activity in terms of support for various socio­
cultural or health-related contexts, a richer profile emerges. This is explained in 
more detail overleaf.
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1.3 Community Participation: Illawarra Region 1990
The Wollongong City Library in conjunction with the Illawarra Regional Information 
Service produces an annual directory of community information in which regional, 
local and specialist information is provided to the local residents. This directory is 
compiled from information from various community sources including local, state 
and federal government offices, sporting associations, community organisations, 
educational facilities and non-local organisations that offer services to the local 
people, and is kept as a data base at the University of Wollongong.
This information was taken from the Community Services Directory and indicates 
sites and contact numbers for services and supports. These have been linked to 
the category of community competence, as indicators of community participation 
by various age groupings (babies, pre-schoolers, youths, adults and the elderly). 
Special community health support services are offered to specific groups such as 
retired workers, accommodation for the aged, drug and alcohol problems, special 
needs of women and aborigines as well as the number of ethnospecific services in 
various postcodes. This can be regarded an indicator of a health service that is 
sensitive to the needs of the community. Sporting clubs and facilities, lifestyle 
clubs and fam ily support services are included as well as institutional and 
community health services and information centres. Health and other education 
outlets, welfare help and advice, religious, charity and other community services are 
also included. So too are political organisations such as political party offices, trades 
union and various progress or lobby associations. Libraries, recreation facilities and 
clubs, self-defence clubs and police and legal services are also listed. Rubbish 
removal and recycling efforts are also regarded as indicators of community 
competence. There is even a snake catcher in the area. Detail of these indicator 
categories is provided in the appendices.
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Qualitative analysis of the Community Services Directory content revealed some 
loose patterns of community support and participation that reflect the elemental 
categories shown in the final stage of the theoretical framework. Basically, 
community activity or opportunities for community participation fell into six broad 
matrix categories:
1. Lifespan-oriented support services
2. Support for vulnerable groups in the community
3. Health and welfare service outlets
4. Health interest and emotional support groups
5. Politics, religion and sport organisations
6. Protection, education and self-improvement activities.
This simple profiling of possible community activities indicates where community 
activities are located and the need for people in other postcodes to travel to 
access services. A reasonable assumption would be that health related resources 
would more likely be found in communities where the residents exercise their skills 
in communication, negotiation and political influence. On an overall matrix, the local 
government can be judged on the equitable distribution of resources in relation to 
community need and where there is centralisation of resources despite the 
elongated geographic area, provision must be made to allow for transport to the 
central area. If this is not so, then doubts are raised as to the competence of the 
urban planning process.
The dynamics of personal involvement in the planning, running and changing of a 
community relate to the people who may be involved in certain activities; the time 
and space factors that constrain the activities; and the reasons for the activity. Most 
activities in a com m unity have rational underpinnings and it is important in 
establishing the com petence of a com munity to describe its parameters, 
components and dynamic qualities. In this study, the lllawarra community provided
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opportunities to examine the level and context of community activity, and in so 
doing, it was possible to estimate the amount of effort and commitment to 
community health demonstrated by community members.
Shamansky & Peznecker (1991) suggest that in examining a community, one must 
take into account the perspectives of the individuals; the system of people, 
organisations, agencies and institutions; and the temporal-spatial aspect. Therefore 
it can be claimed that a community is defined by the people and the relationships 
that emerge among them as they develop and share some agencies and 
institutions and a physical environment. The conditions under which all of this occurs 
are constantly changing and interdependent, therefore the arbitrary division of 
community activities into matrix categories is somewhat speculative but justified 
because it is used to link similarities and highlight differences.
In gauging the competence of a community in terms of its health, it is necessary to 
first establish what the attitudes of the community are toward people at various life 
stages; then to examine the potential for the community to recognise its own 
problems; and finally whether the community is likely to take action on any of the 
health issues that are identified. These requirements are synchronous with the 
dynamic concept of an active community put forward by Goeppinger, Lassiter & 
Wilcox (1982:465). They described a community as: "...a locality-based entity, 
com posed o f system s o f formal organisations reflecting societal institutions, 
informal groups, and aggregates that are interdependent and whose functions or 
expressed intent is to meet a wide variety o f collective needs. "
The six categories of community activity are shown overleaf to give an idea of the 
types of information that can be gathered as indicators of ways in which the lllawarra 
community deals with its collective needs. These quantitative tables are presented 
as a demonstration of community information that can be compared with other
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qualitative data according to the postcode and the purpose of the organisation or 
service listed in the Community Services Disrectory. Conclusions can drawn from 
overall comparisons of the various categories of information and this will be 
examined again in the concluding sections of this thesis.
99
Section Three - Technical considerations
TABLE 3.1 Matrix: Lifespan-oriented support services listed. Illawarra 1990
Postcode Babies Preschool Youths Adults Elderly Total
2 5 0 0 1 1 1 1 0 3 5 3 0
2 5 0 1 1 2 0 0 0 3
2 5 0 2 1 4 1 0 2 8
2 5 0 3 0 2 0 0 1 3
2 5 0 4 0 1 0 0 0 1
2 5 0 5 2 3 3 0 1 9
2 5 0 6 1 3 0 1 2 7
2 5 0 8 3 2 1 0 1 7
2 5 0 9 0 0 0 0 0 0
2 5 1 0 0 0 0 0 0 0
25 11 0 0 0 0 0 0
2 5 1 2 0 0 0 0 0 0
2 5 1 3 2 0 0 0 2 4
2 5 14 0 0 0 0 1 1
25 15 1 6 3 0 2 1 2
2 5 16 0 3 1 0 1 5
2 5 1 7 1 3 1 0 2 7
2 5 1 8 1 6 2 0 1 1 0
25 19 3 8 0 0 3 1 4
2 5 2 5 1 4 0 1 1 7
2 5 2 6 2 6 2 0 3 1 3
2 5 2 7 1 7 0 0 2 1 0
2 5 2 8 2 1 0 3 1 2 1 8
2 5 2 9 3 4 0 0 2 9
2 5 3 0 2 9 4 2 3 2 0
2 5 3 1 0 0 0 0 0 0
2 5 3 2 0 0 0 0 0 0
2 5 3 3 3 0 1 0 1 5
2 5 3 4 1 0 1 0 0 2
Illawarra 32 106 33 8 37 2 1 6
FIGURE 3.2 Lifespan Support Services in the Illawarra 1990
■  Babies
Postcodes: 2500
Wollongong
2502
Warrawong
251 8
Bellambi
2530
Dapto
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Community participation is an indicator of community health in that it acontributes to 
achievement of community health and other goals. It can occur among all age and 
gender groups in a com munity. The strategic im plications of com munity 
participation cannot be underestimated. Crucial issues such as the ways in which 
community participation is facilitated, and who the people are from the community 
involved, determ ine the extent of com munity competence in achieving real 
community representation rather than having the a few people participating but not 
being true representatives of their communities.
According to Bracht & Tsouros (1990) the setting and levels of participation in 
community decision-making influence the success or otherwise of a community 
being able to meet the needs of individuals at various ages and stages of life, and 
the needs of the community. True representation must occur despite age or cultural 
ways of understanding and coping with perceived community problems. Support 
for people at the various age-related stages of their lives is accepted as part of the 
function of communities. The elements of socialisation, mutual support and the 
production, distribution and consumption of community services are as important in 
profiling community health, as identifying the network of associations and the 
dynamic interplay of communication, power and authority in the community.
Community efforts in generating representative participation as wel as providing 
support for groups who are at risk of health breakdown through violence, poverty 
and poor education are just some of the aspects able to be gauged in a 
community profile. These aspects of the lllawarra community are presented in the 
table overleaf.
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TABLE 3.2 Matrix: Organisations offering support for vulnerable groups.Illawarra 1990
Postcode Aged care Women Families Aborigines Migrants Total
2 5 0 0 4 1 2 9 5 4 3 7 3
2 5 0 1 0 0 0 0 3 3
2 5 0 2 0 0 1 0 6 7
2 5 0 3 0 0 0 0 0 0
2 5 0 4 0 0 0 0 0 0
2 5 0 5 0 0 1 0 6 7
2 5 0 6 1 1 1 1 3 7
2 5 0 8 2 1 1 0 0 4
2 5 0 9 0 1 0 0 0 1
2 5 1 0 0 0 0 0 0 0
25 11 0 0 0 0 0 0
2 5 1 2 0 0 0 0 0 0
2 5 1 3 0 0 0 0 0 0
2 5 1 4 1 0 0 0 1 2
25 15 0 2 0 0 0 2
2 5 1 6 8 1 0 0 0 9
2 5 1 7 2 0 0 0 1 3
2 5 1 8 0 1 0 0 7 8
2 5 1 9 2 1 2 0 1 1 1 6
2 5 2 5 2 2 2 0 7 1 3
2 5 2 6 0 2 1 0 1 4
2 5 2 7 1 1 0 0 1 3
2 5 2 8 0 2 2 0 6 1 0
2 5 2 9 2 0 0 0 0 2
2 5 3 0 0 2 2 0 9 1 3
2 5 3 1 0 0 0 0 0 0
2 5 3 2 1 0 0 0 0 1
2 5 3 3 1 1 2 0 0 4
2 5 3 4 0 0 0 0 0 0
I l lawarra 2 8 1 0 6 3 3 6 1 0 5 1 9 3
FIGURE 3.3 Organisations providing support for Vulnerable Groups. 
Illawarra 1990
f
■  Aged Care
■  Women
■  Families
□  Aborigines
■  Migrants
Postcodes: 2500 2502
Wollongong Warrawong
2 5 1 8
Bellambi
2530
Dapto
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Both individual and community health are directly affected by environmental 
conditions and by personal health-related behaviours and conditions. There are 
certain groups within the community however who are potentially disempowered 
because of either their genetic inheritance or some other aspect of their lives. In a 
healthy and competent community this need not be so if these vulnerabilities are 
identified and the groups assisted to overcome health-damaging situations, 
behaviours and attitudes.
Brown (1991) sees the ultimate objective of community action as being to 
empower people to improve their individual and collective health (Brown 1991). 
Groups and communities that are empowered through organisation and active 
participation develop the ability to deal with other conditions to further improve their 
lives and their health.
Community action involves the deliberate organisation of people to identify goals 
and then to achieve them. The formation of organisations and services that support 
vulnerable groups can be temporary or permanent, but all participate in problem­
solving and attempts to alter their situations so that they can achieve health and 
happiness. Much depends on the intensity of the need and the predisposing 
factors leading to disempowerment or threats to health. A major obstacle to the 
success of these groups is a lack of social cohesion emerging from their 
disempowered status and inadequate organisational resources.
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TABLE 3.3 Matrix: Health and welfare service outlets. Illawarra 1990
Postcode Hospital Community
Health
Health
Informat ion
Wel fare Charity Total
2 5 0 0 1 2 1 5 20 1 3 29 8 9
2 5 0 1 0 2 1 0 0 3
2 5 0 2 2 3 3 2 3 1 3
2 5 0 3 0 0 0 0 0 0
2 5 0 4 0 0 0 0 0 0
2 5 0 5 1 4 1 2 3 1 1
2 5 0 6 1 2 1 0 2 6
2 5 0 8 0 2 2 0 1 5
2 5 0 9 0 0 0 0 0 0
25 10 0 0 0 0 0 0
2511 0 0 0 0 0 0
2 5 1 2 0 0 0 0 0 0
25 13 1 1 1 0 0 3
2 5 1 4 0 0 0 1 0 1
2 5 1 5 3 1 2 0 3 9
25 16 4 1 3 0 3 1 1
2 5 1 7 0 3 2 1 4 1 0
2 5 1 8 0 3 4 2 1 0 1 9
2 5 1 9 0 1 0 1 4 6
2 5 2 5 1 0 1 1 2 5
2 5 2 6 0 3 3 2 4 1 2
2 5 2 7 0 2 1 1 4 8
2 5 2 8 3 5 3 3 5 1 9
2 5 2 9 1 3 3 2 2 1 1
2 5 3 0 0 6 5 4 1 0 2 5
2 5 3 1 0 0 0 0 0 0
2 5 3 2 1 1 0 0 0 2
2 5 33 1 7 2 3 4 1 7
2 5 3 4 0 1 1 1 1 4
Illawarra 3 1 66 59 39 94 2 8 9
FIGURE 3.4 Health and Welfare Services Outlets. 
Illawarra 1990
■  Hospitals
f
■  Community Health
■  Health Advice 
G3 Welfare
■  Charity
J B  J
Postcodes: 2500 2502
Wollongong Warrawong
251 8
Bellambi
2530
Dapto
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TABLE 3.4 Matrix: Self-help health and emotional support groups. 
Illawarra 1990
Postcode Drug & 
Alcohol
Emotional
Support
Dementia Disability Mental
Health
Total
2 5 0 0 7 3 4 0 9 9 5 9
2 5 0 1 0 0 0 0 0 0
2 5 0 2 0 2 0 1 0 3
2 5 0 3 0 0 0 0 0 0
2 5 0 4 0 1 0 0 0 1
2 5 0 5 0 1 1 0 0 2
2 5 0 6 3 6 0 0 1 1 0
2 5 0 8 0 0 0 0 0 0
2 5 0 9 0 0 0 0 0 0
25 10 0 0 0 0 0 0
2511 0 0 0 0 0 0
2 5 1 2 0 0 0 0 0 0
2 5 1 3 0 0 1 0 0 1
2 5 14 0 0 0 0 0 0
2 5 1 5 0 2 0 1 1 4
2 5 1 6 0 4 0 0 0 4
2 5 1 7 0 5 1 0 0 6
2 5 1 8 1 1 0 1 1 4
2 5 1 9 0 3 0 3 1 7
2 5 2 5 0 3 0 3 0 6
2 5 2 6 0 3 0 2 0 5
2 5 27 0 2 0 1 0 3
2 5 2 8 1 4 0 1 3 9
2 5 2 9 0 1 0 0 0 1
2 5 3 0 0 3 0 0 0 3
2 5 3 1 0 0 0 0 0 0
2 5 3 2 0 0 0 0 0 0
2 5 3 3 0 1 1 4 1 7
2 5 3 4 0 0 0 0 0 0
I l l a w a r r a 1 2 7 6 4 2 6 1 7 1 3 5
FIGURE 3.5 Self-help, Health & Emotional Support Groups. 
Illawarra 1990
Postcodes 2500 2502
Wollongong Warrawong
■  Drug & Alcohol
■  Emotional support
■  Dementia 
13 Disability
■  Mental Illness
2 5 1 8  2530
Bellambi Dapto
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Most established communities have developed a wide variety of therapeutic 
groups, with most being self-help groups. Such groups form because specific 
sub-groups in the com munity need help in dealing with a variety of special 
situations such as major illness, a physical problem or a life crisis. Groups serve 
various purposes, but all are interested in preventing or reducing further damage 
from stresses accompanying problems affecting its members.
Newton (1991:491) quotes Silverman (1969) as describing the purpose of self­
help groups “...a  form o f preventive intervention which attempts to reduce the 
possibilities o f further emotional distress leading to pathology and necessary 
treatm ent” (Newton 1991). Identified or felt need for mutual support in facing 
health and social problems leads people who have coped with the ir own 
situations, to assist others. Silverman (1980) recommends that since help is both 
received and given 'mutual help' would be a more appropriate term to describe 
these ‘self-help’ groups (Newton 1991). Health professionals tend to be sceptical 
rather than supportive of such groups, but throughout the literature there is 
consistent recognition of the importance of support systems for health and well­
being. Some groups run without the guidance of professionals and this could 
explain some of the concerns expressed by professional health workers. Even 
so, Newton (1991) admits that contributions of self-help groups themselves have 
been convincing and many function well without professional support. It is 
important also, to recognise that professionals tend to lack appreciation of 
com m unity abilities and resources. These resources, when mobilised have 
direction-altering impacts on community planning, service provision and spending 
priorities. Bracht & Tsouros (1990:203) encapsulate the moral elements of this 
perspective when they state that, "...people have the right and therefore should 
have the opportunity to participate individually and/or collectively in the planning, 
implementation and evaluation of their health and environments
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TABLE 3.5 Matrix: Organisations involved in 
Illawarra 1990
politics, religion & sport.
Postcode Politics Unionism Religion Recreation Sport Total
2 5 0 0 27 26 1 4 36 33 1 3 6
2 5 0 1 1 0 0 0 1 2
2 5 0 2 2 0 1 1 8 1 2
2 5 0 3 0 0 0 0 2 2
2 5 0 4 0 0 0 0 2 2
2 5 0 5 1 2 3 3 9 1 8
2 5 0 6 1 0 3 1 6 1 1
2 5 0 8 7 0 2 2 6 1 7
2 5 0 9 0 0 0 0 1 1
2 5 1 0 0 0 0 0 0 0
2511 0 0 0 0 0 0
2 5 1 2 1 0 0 0 0 1
2 5 1 3 0 0 0 0 0 0
2 5 1 4 1 0 0 0 0 1
2 5 1 5 7 2 0 3 9 2 1
2 5 1 6 0 0 0 6 5 1 1
2 5 1 7 2 0 1 6 8 1 7
2 5 1 8 9 1 3 1 0 1 3 3 6
2 5 1 9 4 2 3 1 4 1 3 3 6
2 5 2 5 2 1 0 1 4 1 7 3 2
2 5 2 6 2 0 1 2 1 2 1 7
2 5 2 7 2 0 2 2 1 7 2 3
2 5 2 8 3 0 1 8 1 2 2 4
2 5 2 9 2 0 0 2 1 0 1 4
2 5 3 0 3 1 4 1 8 36 6 2
2 5 3 1 0 0 0 1 0 1
2 5 3 2 1 0 0 2 1 4
2 5 3 3 2 0 1 1 0 1 0 2 3
2 5 3 4 0 0 0 2 0 2
Illawarra 80 35 39 143 231 5 2 8
FIGURE 3.6 Organisations involved in Politics, Religion and Sport. 
I l lawarra 1990
40r
Postcodes: 2500 2502 2 5 1 8  2530
Wollongong Warrawong Bellambi Dapto
■  Politics
■  Unionism
■  Religion
□  Recreation
■  Sport
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The common element in the categories of matrix five above, is the banding 
together of people with shared and intense interests. Such combinations of interest 
can be related to the ability of these groups to exert influence on the local 
bureaucracy in terms of resource allocation and setting of priorities for community 
action. The presence of these organisations in certain areas may indicate either the 
felt need for such concerted activity, or the success that has been achieved in 
setting up their facilities to meet ongoing needs within the community.
Whatever the reason, the community has obviously been motivated to organised 
action and members are prepared to stand by their attitudes and beliefs about 
issues or activities that they perceive as being important. Consequently they have 
organised them selves sufficiently to have been included in the Community 
Services Directory. It is difficult, however, to gauge the degree of unity within these 
various groups, and the availability of material support each has for their cause.
Political and trades union groups are set up to take social action in a more forceful 
advocacy of their particular position. In these groups community members can be 
mobilised to use organisational, political and economic pressure to prevent or 
correct what they regard as an injustice. Social action is a strategy developed by 
Paulo Freire to help people to use community power to force economic and 
political institutions to meet people's expressed health and other needs (Freire 
1976).
Community organisations that are set up and run by experts as a service for the 
benefit of community members without their active participation can be excluded 
from the category of community action. Unfortunately, in some cases, the problem 
or threat may involve the larger regional, federal or even international social and 
economic context. In such circumstances, community organisations may be able to 
benefit from professional input to achieve their community health goals.
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The broad stages of community organisation involve firstly an agreement about 
goals to be pursued and ways the group will go about achieving these goals; 
secondly, decisions need to be made about resources in terms of availability of 
expertise or getting outside assistance with technical aspects of the project; lastly, 
the members will have to garner support from other groups and the media. The 
realistic value of citizen involvement was described by Arnstein (1969) as quoted 
by Bracht and Tsouros (1990) The participation ladder is shown below :
FIGURE 3.7 Rungs of citizen participation.
Adapted from Arnstein 1969
CITIZEN CONTROL
DELEGATED POWER = Degrees of citizen power
PARTNERSHIP
PLACATION = No power
CONSULTATION = Degrees of tokenism
INFORMING
THERAPY = Degrees of arrogance
MANIPULATION = Non-participation
Community participation and community empowerment can be regarded as very 
different things. O ’Neill (1992:287-288) recounts a cautionary tale about the 
effects of community participation in Quebec. He says that, "... a fte r2 0 years of 
community participation, enshrined in law in Quebec, the successes and pitfalls of 
public  partic ipa tion has led to the conclusion that prom oting com m unity  
partic ipation has proven to be a means by which, without empowering the 
community in general, the technocrats and professionals of the French middle class 
(in the health and welfare sector) were able to develop and maintain their own 
power base at the expense o f English and traditional French liberal thinkers
His conclusion was that citizen participation usually ends up consolidating the
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power of professionals or bureaucrats. As a caution to other communities 
embarking on community participation as a means of empowerment, he advises 
that the only way for the community to acquire influence is to have a strong source 
of autonomous power such as a majority on a board of management in the 
organisation the group plans to influence.
If community participation is to lead to empowerment a number of elements must 
be present. Community representatives must have the support of the community 
group they represent and be able to call upon the group for support. The 
representative must have access to sufficient information about the organisation 
and the goals of both the community group and the organisation they are 
attempting to influence. In the area of health the prevalence of jargon, information 
hoarding and dom ineering personalities makes it essential that community 
representatives have a strong personality and insight into the dynamics of 
interpersonal communication and conflict.
Whatever the purpose of the community action, the underlying element is power 
and the ability to force others to think in ways that support the values and attitudes 
of the interest group. In this regard, community empowerment and community 
participation might be less of an attempt to gain power to ‘do’ activities, than 
simply an alternative method to bring about a shift in power ‘over’ health and other 
community resources.
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TABLE 3.6 Matrix: Organisations and services listed as offering protection, 
education and self-improvement opportunities. Illawarra 1990
Postcode Protection Police 
& legal
Adult
Education
Libraries Recycling
Programs
Total
2 5 0 0 1 4 1 7 2 1 5 4 6 1
2 5 0 1 0 0 0 1 0 1
2 5 0 2 0 1 0 1 1 3
2 5 0 3 0 0 0 0 0 0
2 5 0 4 0 0 0 0 0 0
2 5 0 5 1 1 1 0 0 3
2 5 0 6 2 0 0 0 0 2
2 5 0 8 0 0 1 1 2 4
2 5 0 9 1 0 0 0 0 1
2 5 1 0 0 0 0 0 0 0
2 5 11 0 0 0 0 1 1
25 12 0 0 0 0 0 0
2 5 1 3 0 0 0 1 0 1
25 14 1 0 1 0 0 2
2 5 1 5 6 0 0 1 1 8
2 5 16 3 1 1 1 0 6
2 5 17 1 0 1 0 2 4
25 18 6 1 1 1 1 1 0
2 5 1 9 2 0 4 2 2 1 0
2 5 2 5 0 0 2 0 1 3
2 5 2 6 3 2 0 1 2 8
2 5 2 7 2 1 0 1 0 4
2 5 2 8 2 2 1 1 0 6
2 5 2 9 2 0 3 0 0 5
2 5 3 0 2 1 2 1 2 8
2 5 3 1 0 0 0 0 0 0
2 5 3 2 1 0 0 0 0 1
2 5 3 3 2 1 4 2 1 1 0
2 5 3 4 0 0 0 0 0 0
Illawarra 5 1 2 8 4 3 2 0 2 0 1 6 2
FIGURE 3.8 Protection, Education & Self-improvement Opportunities 
Illawarra 1 990
Postcodes: 2500 2502
Wollongong Warrawong
■  Protection
■  Police & Legal
■  Adult education 
□  Libraries
■  Recycling schemes
2518 2530
Bellambi Dapto
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Issues of safety, access to information and accumulation of skills that can lead to 
self-improvement and the ability to defend oneself, are inherent in the discussion 
emerging from this sub-matrix. As part of this field, employers and promoters of 
health generally, have been reliant upon the power of information dissemination 
and community education to facilitate individual access to various services. Crisis 
centres, living skills centres and stress management classes are but a few of the 
community activity opportunities covered in the above matrix.
Employers have embraced the ideals of a healthy workplace and are showing an 
increasing interest in the health of their employees. Conrad and Walsh (1992) 
suggests that this interest in the health of employees is extending into areas that 
have not traditionally been in the purview of worklife. Employee assistance 
programs for substance abuse and for domestic problems are now of interest in 
terms of their direct or indirect effect on the employees’ job performance. Wellness 
programs and health screening or risk assessments are enshrined in occupational 
health and safety legislation and education programs can deal with everything from 
physical fitness and nutrition education to stress management.
This trend to greater employer involvement in the health of employees may in fact 
be the start of a new type of control. Conrad and Walsh (1992) caution that by 
attending to the employee's lifestyle, a corporation may be able to select or 
shape employees in the name of health, and thereby circumvent anti-discrimination 
laws that have lim ited the employer's degrees of freedom to select and fire 
employees. People with undesirable lifestyles such as cigarette smoking would, 
under this newest trend, be able to be offered “rehabilitation” or be screened out 
of the organisation.
The com m unity needs to be aware of these developments, and to find the 
information and acquire the skills to make choices about whether they wish to alter
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their lifestyles, or to take legal or political steps to protect their employment. Self­
improvement courses as well as institutions that offer formal qualifications are an 
indication of community competence in that the community is supporting these 
services and thereby benefiting from the skills, attitudes and values gained.
Access to these outlets is another issue, especially in terms of legal and police 
protection. If these services are centralised in a region such as the lllawarra which 
spans a long stretch of coastline, then it is possible that those people living in the 
central business district will receive the most benefit from services that should 
ideally be spread equitably throughout the region.
1.4 Community nurse assessment of community dependence
While observation of the context in which a community exists is important, it is vital 
also to gather information from key people who are involved in supporting those 
who are in need of support within the community. In other words, those in a 
situation of com m unity dependence. The choice of the best measure of a 
com munity’s need for health support can involve a compromise between the 
rigour of traditional approaches and practical constraints that abound in terms of 
accessing information. The following calls heavily on the material published in the 
Health Atlas of the lllawarra, however this account deals also with the approaches 
taken and the difficulties encountered (McDonald and Wilson 1991).
The expert judgem ent of community health nurses linked to the lllawarra Area 
Health Service (IAHS) was deemed to be an ideal approach to examining the 
dependency of the local community. Their services cover the lllawarra Region and 
apart from a private community health nursing service, they are the major 
deliverers of this service. The other persuasive factor in the decision to approach 
community health nurses was that the focus of their services goes beyond the 
referred client to include the family, neighbours and any other factor that is
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impinging on the client’s wellbeing and chances of optimal health. This holistic 
approach aligns well with the theoretical model for this study in that the outcomes of 
care are judged to be an indication of the competence of the system.
Another advantage of surveying community health nurses is that the focus of their 
services is not restricted to the provision of medical treatments nor even the 
curative approach that is required of hospital-based nursing. Nurses in community 
practice have expertise in non-institutional approaches to nursing services, and 
function com petently as independent professionals in a variety of community 
practice modes. The clinical role of the community health nurse revolves around 
community development through education as well as fostering a therapeutic and 
supportive environment in order to promote health and health choices; prevent 
further illness; as well as delivering treatment to those who require it.
A pivotal aspect of community health nursing practice involves the assessment of 
needs of individuals, families, groups and communities for nursing services, and 
the formulation of nursing and health team strategies to deal with such needs. 
Comm unity nurses are in a situation that permits them to make insightful 
professional judgements about the health or otherwise of the community in which 
they practice. More specifically, community clinicians are ideally placed to gauge 
the level of independence and/or dependence of individuals, groups and defined 
communities because they are in close and direct contact with patients, their 
families and neighbours and are able to call upon a wealth of skills and background 
knowledge which is not restricted to the empirical or medical (McDonald and 
Wilson 1991).
In designing the tool for data collection, a key group of community health nurses 
and managers of community centres were consulted. In the development of the 
instrum ent previous methods of measurement were considered. A common
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approach used to study community nursing practice is the recording of occasions of 
service given to patients, with each nurse noting only the frequency of visits to a 
particular patient or family or group (Eagar and Went 1989). This type of survey, 
while it may be of some value administratively, gives little or no indication of the 
scope or intensity of nursing services given, nor of the level or type of need that 
the service recipients have for nursing, medical or other services. It was felt that in 
this survey, nursing judgement about community dependency would have to be 
based upon the assessment and judgement of professional nurses and not just 
the occasions of service or even the “time-in /time-out” involved in each visit. The 
instrument was therefore designed to capture the results of nurses’ intimate contact 
with the expressed and observed needs of patients as well as the people 
surrounding and supporting them.
The population assessed consisted of all people aged 55 years and over, who 
were receiving community nursing services during a two week period from the 
community health nurses from the lllawarra Area Health Services (n =1227). At the 
time, the IAHS did not extend to the Shoalhaven and therefore is restricted to the 
Wollongong, Kiama and Shellharbour areas. This caseload included those people 
associated with listed patients, who, while not formally listed with the IAHS, were in 
need of nursing. For example, the extent of personal and emotional support 
available was gauged by the number of people living in the house with the client - 
or the language spoken at home.
TABLE 3.7 People living in household of clients aged 55+ years 
receiving community health nursing
People 
in household
Actual
numbers
% Total
1 290 23.63
2 639 52.07
3 187 15.24
4 90 7.33
5 21 1.71
6+ 11 0.89
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This information provides some insight into the burden on communities who care 
fo r people at home. It also highlights the differences between care in the 
community (where services such as community health nursing, home help and 
other support services are adequate to allow people to be maintained at home 
without being burdensome on their fam ilies or neighbours); and care by the 
community which involves the unsupported care given by family (usually one of 
the children) and contributing to the hidden health care system of volunteers.
In the current survey, most households were comprised of two people and often 
the second person was as old or as infirm as the client receiving community health 
nursing services.
TABLE 3.8 Language spoken in the home of clients aged 55+ years 
receiving community health nursing
Language Males Females Total %
Sample
English 461 604 1065 86.79
Non-English 84 78 162 13.21
In this assessment the various types of dependency were classified according to
the nursing service needed by the client of family. That is:
1. Physical dependence which involves assistance with accomplishment of 
the basic activities of daily living such as basic physical care in hygiene or 
elimination;
2. Em otional dependence indicated by the person's need for emotional 
support and encouragement during stressful or otherwise trying times;
3. Social dependence or the extent to which society assists the person or 
fam ily through services or benefits such as Home and Community Care, 
Com m unity Options, Veterans Pensions, Age Pension, voluntary and 
charitable assistance;
4. P sychia tric  dependence which is oriented more towards intensive
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therapeutic counselling and treatment such as confusional states or psychiatric 
conditions;
5. Cultural dependence indicated by the person's capabilities in negotiating 
the horizons of their neighbourhood and beyond. Such clients would require 
an advocate or interpreter in order o be able to interact well with the general 
community; and
6. Treatment dependence which is related to esoteric nursing and/or medical 
procedures and interventions of a more invasive nature. The client would 
need a nurse to perform treatments or specialised procedures.
As a result of their assessment of the client and the situation in which the client lives, 
nurses determine the type and frequency of services required and involve other 
professionals where this becomes necessary. For clients with some deficiency in 
self-care, little involvement may be required however the changing needs of 
clients and their carers for assistance is assessed and monitored.
The next level of need indicates that the client and/or carer requires support and 
encouragement to be independent or to remain independent.
The third level is that of patient or carer education and supervision. This process 
can be complicated by the willingness, or capacity of the patient and family to 
learn, and the complexity and emotional nature of the information which the nurse is 
attempting to convey.
The fourth level of nursing involvement is that of guiding and giving some 
rehabilitative assistance to patients and carers in the performance of self-care. 
Finally, where the person or their carers are unable to be independent, a nurse 
compensates temporarily for the deficit and performs the treatment or procedure 
for them until such time as they are able to regain their independence.
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In the survey, these levels of service intensity were scored with weighting 
allocated to stress levels, dependence and nursing input to the clients’ situation. 
This was classified into six types of dependency commonly seen in community 
health nursing practice discussed above, and weighted according to the level of 
dependence operating on that particular category. The scores are totalled and 
sorted according to postcode, age, gender, language spoken at home and 
num ber of people in the household. This forms the basis of the overall 
dependency score for the postcode, as well as for the particular area of need 
within a postcode. A segment of the data collection tool is given below.
FIGURE 3.9 Excerpt from data collection tool for Community Dependency
ASSESSMENT BY
KEY:
0 = needs no assistance
1 = requires encouragement to remain independent
2 = needs education and supervision
3 = needs some assistance from professionals
4 = very dependent on professionals and/or family
POSTCOD E Age of 
Client
M/F People in 
Householi
Language 
I Spoken a 
Home
depen :
Physica
»ENCESa
Emotiona
DRE 
I Social Psychiatrii Cultura Treatmer
Total
t
COMMUNITY HEALTH 
NURSES:
COMMUNITY DEPENDENCE 
THE ILLAWARRA REGION
Using the weightings of the scores (see key above in FIGURE 3.9) a postcode 
average was calculated for the assessed dependency of patients with physical, 
emotional, social, psychiatric, cultural and treatment difficulties. Individual patients 
were scored according to the intensity of nursing intervention required, (ranging 
from very dependent on assistance to independence). The scores of patients 
observed within each postcode were then aggregated to arrive at a standard 
index of dependence. This index was then able to be mapped to display spatial 
differences across the lllawarra. Interpretation of the scores are as follows:
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0 and 1.49 = indicate a greater need for encouragem ent and 
supervision than actual physical care within the postcode.
1.50 and 1.99 = this indicates the presence of either large numbers of 
people requiring a small amount of nursing service or a few people 
requiring intensive care.
2.0 and 2.49 = indicates a heavy dependency level in this postcode 
and therefore an increased need for community nursing services.
Over 2.50 = indicates that many quite seriously dependent people are 
receiving professional nursing care at home.
The table below shows the weighted averages calculated for each of the lllawarra 
Postcodes for all clients aged 55+ years. Each of the columns is in a format 
suitable for cartographic presentation to make perception of spatial patterns easier. 
The age columns can be further reduced to display particular age groups such as 
the 75+ age group.
120
Section Three - Technical Considerations
TABLE 3.9 Classes of dependency x gender x postcode as assessed by Community Health Nurses 
lllawarra Area Health Service
Postcode Male Females Total WEIGHTED AVERAGES (Dependency Index):
cases
55+
cases
55+
population 
M F
Males 55+ Females 55+ Total 55+
2500 48 86 3696 4542 2.1 1.9 2.0
2501 5 6 310 271 1.6 1.2 1.4
2502 24 37 920 964 2.1 1.0 1.1
2503 15 10 301 291 1.8 2.4 2.0
2504 4 3 241 222 2.2 2.6 2.4
2505 16 21 823 825 2.2 2.2 2.2
2506 20 13 607 663 1.6 1.9 1.7
2508 16 16 392 498 1.9 2.2 2.0
2509 29 28 71 105 2.1 2.1 2.1
2510-14 15 17 283 281 1.6 1.5 1.7
2515 22 22 521 623 1.7 1.8 1.8
2516 5 8 501 572 1.8 1.6 1.7
2517 9 19 947 1172 2.3 2.0 2.1
2518 34 59 1864 2153 1.6 2.1 1.9
2519 26 35 1829 1889 2.2 2.3 2.3
2525 18 14 648 661 2.2 1.7 1.9
2526 33 41 815 864 2.2 2.0 2.0
2527 12 6 442 472 1.5 3.2 2.0
2528 39 41 1652 1735 2.5 2.6 2.6
2529 18 24 647 702 1.6 1.7 1.7
2530 17 35 1287 1387 2.5 2.5 2.5
2532 11 5 359 401 2.3 2.2 2.3
2533 31 45 702 853 2.1 2.2 2.2
2534 10 17 387 548 2.4 2.2 2.3
Totals 612 + 608 20245 + 21624
= 1220 =41869
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MAP 3.1 Dependency Index - People aged 75+ years
receiving community health nursing services
MAPS: Dependency Index - People Aged 75+Years
Receiving Community Health Nursing Services
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The types of dependence were also calculated using a weighted average to
calculate an index of the level of dependence in the social, treatment, physical, and
emotional dependency for each postcode.
0 and 1.49 = indicates a need for monitoring the situation and possible 
giving some encouragement.
1.50 and 2.49 = indicates a particular type of dependence needing 
nursing intervention such as education or guidance.
2.50 and 3.49 = indicates an assessed problem in that postcode for a 
particular type of dependence.
Above 3.50 = indicates quite serious dependence of a particular type 
in that postcode.
TABLE 3.10 Types of dependency:Treatment, Physical, Emotional & Social support needs 
as assessed by Community Health Nurses, lllawarra Area Health Service 
WEIGHTED AVERAGES for dependency types in 55+ age group:
TREATMENT 
Postcode SUPPORT 
M F Tot. M
PHYSICAL 
SUPPORT 
F Tot. M
EMOTIONAL 
SUPPORT 
F Tot. M
SOCIAL 
SUPPORT 
F Tot.
2500 3.8 3.4 3.5 3.5 3.3 3.4
2501 2.6 3.5 3.1 3.0 2.8 2.9
2502 2.7 1.7 2.4 3.9 3.1 3.4
2503 2.6 3.4 2.9 2.8 4.1 3.3
2504 3.5 4.0 3.7 4.0 6.0 3.0
2505 3.6 3.2 3.4 3.2 3.6 3.4
2506 2.6 3.0 2.7 3.1 4.1 3.5
2508 2.1 2.5 2.3 3.5 3.8 3.4
2509 2.4 3.0 2.9 3.5 3.2 3.3
2510-14 1.8 2.7 2.6 3.8 2.0 3.3
2515 3.3 3.5 3.4 2.6 3.0 2.8
2516 3.8 3.6 3.7 3.8 2.7 3.1
2517 3.7 3.5 3.6 4.1 3.8 3.9
2518 3.8 3.2 3.1 2.9 3.4 3.9
2519 3.5 3.6 3.6 3.4 3.9 3.7
2525 2.8 2.6 2.7 4.4 3.1 3.8
2526 2.8 2.9 2.8 0.3 0.4 2.7
2527 2.8 2.5 2.6 2.7 2.4 2.5
2528 3.3 3.6 3.5 4.2 4.3 4.2
2529 2.1 2.3 2.2 3.1 3.2 3.1
2530 4.4 4.3 4.3 3.8 3.5 3.6
2532 2.8 1.0 1.7 2.8 2.2 24
2533 3.2 3.1 3.1 3.1 3.6 3.4
2534 3.1 1.9 2.2 3.0 3.1 3.0
3.0 2.6 2.8
1.2 1.2 1.2
3.9 2.7 3.1
3.3 3.8 2.9
3.2 4.0 3.6
4.0 3.5 3.7
2.6 2.3 2.5
3.4 3.2 3.3
0.2 0.3 3.7
3.3 3.1 3.2
2.8 2.9 2.8
2.4 1.9 2.1
3.2 2.6 2.8
2.6 3.1 2.8
2.9 3.5 3.2
3.6 3.0 3.3
3.8 3.7 3.8
2.4 2.6 2.5
3.8 3.1 3.4
3.4 3.5 3.8
3.7 3.7 3.7
3.8 2.6 3.3
3.1 3.3 3.3
4.2 4.1 4.1
2.3 2.5 2.5
1.0 1.5 1.3
2.3 2.6 2.5
3.4 4.0 3.6
3.2 3.0 3.1
2.0 2.4 2.2
1.9 1.8 1.9
3.0 3.4 3.2
0.3 3.1 3.4
0.4 2.6 2.7
2.1 1.9 2.0
1.8 1.6 1.7
2.6 2.6 2.6
2.3 2.8 2.6
3.1 3.2 3.2
1.5 1.7 1.6
0.3 0.4 0.3
2.4 2.2 2.3
3.7 3.7 3.7
1.4 1.4 1.4
3.2 3.5 3.4
3.3 3.6 3.4
2.8 2.9 2.9
4.4 4.5 2.9
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Treatment Support Index - People Aged 55+ Years receiving
community health nursing services. Illawarra 1990
MAPS: Treatment Support Index - People Aged 55+Years 
Receiving Community Health Nursing Services
The Illawarra Region 
N.S.W., Australia ,
Postcode areas *
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MAP 3.3 Physical Support Index - People Aged 55+ Years receiving
community health nursing services. Illawarra 1990
MAPS: Physical Support Index - People Aged 55+Years 
Receiving Community Health Nursing Services
The Illawarra Region 
N.S.W., Australia ,
Postcode areas *
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MAP 3.4 Emotional Support Index - People Aged 55+ Years receiving
community health nursing services. Illawarra 1990
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By using weighted averages of dependency scores standardised for each of the 
postcodes, it is possible for future researchers to generate similar data on some 
other variable such as mental distress, and compare the findings with those in this 
survey. Based on the assessment of clients by professional nurses, this survey 
provides a quite insightful overview of the level of dependence or conversely, 
independence which exists within each postcode. While the information is reliable 
to the extent that it demonstrates the extent and intensity of nursing community 
practice within the IAHS, it is not a complete picture of community nursing services 
in this area. For example it does not include mental health nursing, developmental 
disability, or occupational health nursing, all of which are related more to the care of 
the under age 55 population.
The majority of patients receiving generalist community nursing services are aged 
55 years and over and the quite old group in particular, creates a major demand for 
nursing in their own homes. Clearly there is a definite gerontic focus in generalist 
community nursing services that fits closely with services provided by the aged 
care sector and acute hospital networks.
It is necessary here to mention that the unique perception of dependency types 
and levels across the lllawarra community and the subsequent assessment of 
community needs depends heavily on the professional and personal views of 
community health nurses. While the data do not indicate the services which were 
actually given by the nurses, they do indicate the level and intensity of 
professional nursing services deemed to be necessary at the time of assessment, 
even if unable to be entirely met by professionals.
As a layer added to the community health profile, this information provides for 
interesting comparisons with census data on education and qualifications of the 
com m unity. It is also interesting to compare the spatial distribution of this
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information with the information below on other indicator categories to construct a 
broad impression of the capabilities of particular postcodes in managing self-care 
and the possible intensity of professional assistance that may be required as a 
result of their impeded abilities.
1.5 DEALING WITH COMMUNITY STRESS - POLICE INVOLVEMENT
A crucial element in the depiction of a community’s health is the study of events or 
processes in the community that indicate the existence or absence of social stress, 
and ways in which the community deals with such incidents. There is in this area, 
very little recent and reasonably accurate information that is comprehensive in its 
coverage concerning the nature of police work in assisting the maintenance of 
social health and in order to fill this gap the local police information complex agreed 
to a request for some basic information relating to the social support given by 
police services.
The emphasis of this inquiry was on police assistance or intervention given in 
response to people asking for help in dealing with particularly distressing events 
that might be occurring. It is important to note that the initial list of possible 
information topics from the police information records was not restricted to those 
matters which resulted in prosecution or even charging, but rather the incidences of 
police involvement. As many of these incidents are not recorded, a compromise 
was reached whereby only those incidents resulting in the person being charged 
were ued. The underlying presumption, clarified during interviews with key police 
information sources, was that the level of stress in a community is possibly far 
greater than the numbers of cases reported to the police or that proceed to the 
law courts. It was also widely claimed by representatives from the police, legal 
and juvenile justice services that in many instances, police involvement is such 
situations is able to diffuse the stress and return the community to a state of 
functional peace, thereby obviating the need to bring charges.
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Data was collected for the previous three month period on incidences where 
police were called and the perpetrators eventually charged. This period was 
chosen to overcome the possibility of the data being skewed through a special 
effort being made by the police to deal with a specific problem for a week at a 
time. The decision to deal only with those events leading to a formal charge being 
made was based on the advice from the central police information centre at 
Warilla, that many incidences are dealt with by the police and not even recorded at 
the local police station. This would therefore have a considerable impact on the 
validity of the survey in that only those areas where individual police officers felt it 
was necessary to keep records would this be done. This would seriously affect 
the patterns of activity categories and create a false impression of the levels of 
community stress arising from the survey. The level of police activity on behalf of 
the community varies according to the postcode in which the events occurred.
In constructing the measure, advice was sought from several sources: police 
public relations; social workers involved in the law court system; juvenile justice
workers; the law fraternity and women’s refuge centres. From these key informant
interviews it was agreed that there were several types of information that would
indicate that a community was showing signs of social stress:
Domestic violence Child abuse; Vandalism;
Under-age drinking; Intoxicated persons; Hooliganism;
Street offences; Noise;
Car accidents; Drink driving;
Neighbours disputes. Missing juveniles (child welfare);
Possession and use o f Marijuana, Heroin and Amphetamines
These data from police records and access is strictly controlled in terms of 
confidentiality regarding the identities of the citizenry. For this reason, data was not 
collected on the ethnic background, gender or age of the offenders. However, in 
consultation with the key informant group, it was decided that not all were
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necessary to establish a measure of the level of social stress arising out of 
breaches of the peace and threats to personal and property safety. In some of 
the categories there was also a danger of the citizens being able to be identified, 
particularly where only one person was involved in the incident in that postcode at 
that time. Where there was a risk of identifying any particular person because of 
low numbers, that category was deleted or aggregated with a neighbouring 
postcode.
Within the definition of health as a resource for living, a healthy community is able
to identify its problems and take measures to deal creatively and decisively with
them. The presence of the following community responses could be taken as an
indication a community's attempts to deal with this category of problems: 
Neighbourhood watch 
Safety House schemes 
Citizen patrols 
Refuge centres 
Drug rehabilitation centres
For the purposes of this study, it was agreed in consultation with the key informant 
group, that a cogent indicator of personal stress and also stress caused by 
maladaptive community behaviour, involved illegal drug supply and use, and 
violence. Police interventions in these incidents suggest that residents have sought 
police help rather than be the cause of the problem. The purpose of the measure 
was to gauge the stressful circumstances under which residents live as a result of 
social unrest and crim inal activities which may have been brought to their 
community by others who may live elsewhere.
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FIGURE 3.10 Total reported incidents. Illawarra Police Intervention.
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On this basis, certain categories were selected as indicators of police 
involvement in reducing social stress in the general community. The data was 
treated in terms of its normal distribution to establish a patterns of incidence 
across the area postcodes, thus establishing the geographic matrix 
relationship. The data was also calculated as a percentage of the population 
within each postcode to demonstrate the potential number of people affected 
by the events.
H ooliganism  and vandalism
Hooliganism is generally thought of as a clash between conservative and 
radical cultural values and it is possible that police might become involved in 
dealing with hooligans as a result of being asked to do so by the more 
conservative elements of the local population. Because of this, police are 
often called upon to make judgements as to whether the person should be 
charged or simply warned to be less fractious. The information collected on 
hooliganism is therefore only the more severe form where it has led to 
charges such as disturbing the peace or other similar categories. The 
incidence of actual hooliganism is therefore much greater than that shown in
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the information collected for the lllawarra region over the three month period 
shown, (see fig u r e  3.11) '
FIGURE 3.11 Hooliganism reported by Police January-April 
lllawarra Region
Month
Vandalism differs from hooliganism in that it involves wanton destruction of 
property, usually in a covert and cowardly way. It is particularly difficult to 
catch offenders and, as with other criminal activities, vandals may travel to 
communities distant from their own to cause havoc and destroy property. The 
survey suggests that there is some seasonal variation in the incidences of 
vandalism, as well as a pattern of vandal targeting of certain suburbs in the 
lllawarra area (fig u r e  3.12). That so many vandals have been caught and 
charged is testament to the competence of the police and the community in 
terms of dealing with such a pernicious cause of community stress. 
Community competence would be established if the incidence of vandalism 
decreased over time because if was dealt with effectively.
FIGURE 3.12 Vandalism reported by Police January-April 
lllawarra Region
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Domestic violence
The category of crimes known as domestic violence includes all calls to domestic 
residences to settle violent disputes, and because these do not always result in 
offenders being charged, the numbers of citizens who are actually involved in 
instances of domestic violence could be much greater than that shown. On raw 
scores the two postcode areas which were notably higher in the reporting of 
domestic violence during the period were Warrawong (2502) and Unanderra 
(2526) with Cringila (2501) and Nowra (2541) showing a lesser score. Nowra has 
been included here as a matter of interest to the residents even though this 
postcode does not fall within the lllawarra profile as defined. Of these areas, only 
Unanderra community is listed as having provided two sources of support for local 
women and children who are more likely to be victims of domestic violence than 
men, although this does occur.
A measure of community competence can be seen in the availability of crisis 
support as well as places where survival skills can be learned. Throughout the 
lllawarra area there are thirty women's support facilities listed and these include 
women's health centres; self-defence classes for women; women's employment 
centres; women's refuges; housing help; the Country Women's Association and 
the Young Women’s Catholic Association. The importance of such supportive and 
educative resources for victims of violence in the home lies in reducing isolation 
and maintaining physical and emotional safety.
Malicious Injury .
This includes all incidences of damage done to property regardless of motive eg. 
revenge, indiscriminate destruction. It also includes damage done to personal 
property and to public property by these offenders.
Again the numbers charged do not reflect accurately the number of incidents which
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occur and which do not result in an arrest. The incidence of such reported 
behaviour can be examined without taking into account the relative 
population size, and this could be justified on the basis that such injury is 
perpetrated not only by the residents of the postcode, but also people who 
travel to that suburb to cause the damage.
FIGURE 3.13 Police reported incidences of malicious injury 
January - April lllawarra Region
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On the assumption that where larger numbers of people are present, the 
greater is the likelihood of behaviour indicative of stress, frustration or 
aggression, incidents of malicious injury have been calculated as an index 
based upon the numbers of people within each postcode.
FIGURE 3.14 Police reports of malicious injury as % of local population 
January - April lllawarra Region
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The highest incidence occurred in both the Dapto area (2530), where people 
living in government housing is around 4% higher than across New South Wales, 
but where the level of home ownership exceeds state average by over 10%; 
and the W arilla area (2528) where the number of people living in government 
housing is more than double the state average and the number of female headed 
single parent families is also higher than for New South Wales; followed by the 
Bellambi/Corrimal area (2518) where the level of government housing and the 
pattern of high numbers of female headed single parent families is similar to that in 
Warilla. Although Nowra is not mapped in this atlas as part of the lllawarra area, 
malicious injury reports in postcode 2541 were far higher than in Dapto and Warilla. 
The Warilla (2528) and Dapto (2530) areas have a very high level of community 
activity listed, and while there is an emphasis in both areas on sport and recreation, 
there is also good access within the community for support services for youth, 
women, ethnic communities, health and welfare and emotional support groups. 
The effectiveness or otherwise of these groups would require participants to add 
in their own qualitative data and this has not been attempted here. A simple 
comparison of community competence is reflected in the services provided. For 
example, the Bellambi/Corrimal area (2518) has an active community in terms of 
listed chanty and welfare services, but it does not provide the same local access to 
family support or emotional support groups listed in the community services 
directory distributed by the local government.
Common Assault
This includes all assaults which occur in the streets or public places - usually 
between males and often related to the intake of alcohol.From the incidents to 
which the Police were called (f ig u r e  3.15) the highest numbers occurred, not 
surprisingly, in the central Wollongong area (2500) with its high levels of transient 
population. The pattern here m im ics that of malicious injury (p.134)
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FIGURE 3.1 5 Police reports of common assault incidents January 
lllawarra Region
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But when the incidents are viewed in relation to the numbers of people 
resident in each postcode, a variation in pattern emerges (figure 3.16). On 
this basis there is little difference in the level of common assault in 
Wollongong (2500), Windang (2503), and Berkeley (2506). The next highest 
level of common assault is in (2513) Coledale.
FIGURE 3.1 6 Police reports of common assault as % of postcode population 
January - April lllawarra Region
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A relatively high number of lone elderly people live in the central Wollongong 
area. This area also has a higher than state average of people trying to manage on 
an income of less than $15,000 per year, some of whom also have children. This 
is the hub of lllawarra community activity, with 41% of the ethnospecific 
organisations and 74% of the trade union offices through out the lllawarra area 
being found here. It is a very political area as well as being a centre of recreation 
and health and welfare services. It is hardly surprising then that the transient 
population of the postcode would far exceed that shown in the census and with 
that increase, there is obviously a need for the Police to assist the community to 
deal with resultant maladaptive behaviours.
Windang (2503) also has a quite elderly population with around 8% more lone 
elderly males than is found across New South Wales, and a lower level of mobility 
(that is having 0 or 1 car) than state or national figures, yet there are very few 
community activities listed for this area and the three groups which have been 
noted relate to sport, pre-school services and one facility for the aged. Berkeley 
(2506) has a higher than state or national level of people living on less than 
$15,000 per year as well as having several ethnic communities, for example the 
British, Yugoslavian subgroups, and Italian communities which exceed state or 
national averages. Home ownership is low and those living in government housing 
are six times the state or national average for government housing, despite these 
situations which would indicate community stress, the level of listed community 
activity is surprisingly low in terms of youth and adult support, health advice 
outlets, welfare access, and other support services such as charity and aged care.
Coledale (2513) has a very high level of people living in poverty with 35.04% of 
local families with incomes of less than $15,000 compared with 23.92% across 
New South W ales. There are unusually large numbers of Austra lian-
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born elderly women living alone in this area, mostly in their own homes or in 
detached or semi-detached housing. This pattern is slowly changing as the 
small miners' fibro or weatherboard cottages gradually giving way to newer 
homes. This trend is pushing up the cost of housing in the area but the 
problem of poverty and lack of community access to support persists. Listed 
community activity shows mostly services for the aged with very little in the 
way of stimulation or recreation other than the public beaches, to assist these 
people in regaining or maintaining their health.
Assaults  on Females
In terms of the community’s competence in providing for the safety of the 
residents and the implications for health of living with the threat of physical 
violence, assaults on females can be viewed as an indicator of the success or 
otherwise of the community’s ability to protect women from harm. This 
category refers to a direct physical assault on a female by another person - 
gender not known, in a place other than their own home or in someone else's 
home. Incidences of rape and sexual assault are not included in this category.
FIGURE 3.1 7 Incidence of assaults on females reported by Police 
January - April lllawarra Region
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The pattern of raw scores of females having been assaulted, figure 3 . 1 7  
above, show that the Police are called most commonly to assist women 
assaulted in the central Wollongong area. This area, as in many other urban 
arrangements, constitutes the administrative, political and recreational hub of 
the central business district. Holcomb( 1986) points out that, " . . .w o m e n ' s  
percep tion  o f c it ie s  is  h e ld  in  ten s io n  be tw een  the  p o te n tia l dangers o f th is  
m a le -d o m in a te d  u rban  e n v iro n m e n t a nd  the  a p p e a l o f its  s tim u la tin g  and  
l ib e ra tin g  o p p o r tu n it ie s ."
If women are more likely to be threatened and indeed attacked violently if they 
come into the area then it becomes a matter of grave concern to the 
community that women may not be able to contribute to the community’s 
activities and thereby reduce the overall competence of the community.
FIGURE 3.18 Police reports of assaults on females as % of female population 
January - April lllawarra Area
Postcodes
From the figures above, it can be seen that other areas of high incidence are 
the Bellambi: Corrimal area (2518), Warilla (2528), and Warrawong (2502). 
When postcode population variations are taken into account it can be seen in
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women than say Helensburg (2508) or Shellharbour (2529), there are other 
locations that have at least as high a level of these attacks. For example Berkeley 
(2506), Port Kembla (2505) and Coledale (2513) where there are large numbers 
of elderly women, appear to have needed as much Police assistance as in the 
central Wollongong area.
Support services particularly set up for women, and including places where one 
can learn self-defence or take refuge or get other general help, are to be found 
throughout the lllawarra area in thirty locations listed in the Community Services 
Directory of the Local Council, yet in the Bellambi and Berkeley areas (2506) 
there is only one; in the Warilla area (2528) there are two; and in Warrawong 
(2502) and Port Kembla (2505) there are none.
Assaults on Police
This refers to attacks made by citizens, on the police in the course of their duties. It 
is highly likely that not all incidents would be reported in this category as officers 
would exercise judgement as to the severity of attacks and whether a report would 
be required. In FIGURE 3.19 below showing the number of incidents, it appears 
that most attacks of this type happened in the Dapto area (2530) during this 
period, with the next largest number happening in the central Wollongong area.
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FIGURE 3.19 Police reports of assaults on police officers 
January - April lllawarra Region
Postcodes
When the levels of such violence are calculated in relation to the population 
variations between postcodes (figure 3.20), a high level was found to be in 
Port Kembla (2505) and Berkeley (2506) with Cringila (2501) and Warilla 
(2528), Shellharbour (2528) and Dapto (2530) with the highest. Other areas 
with a relatively high incidence of assault on Police were in the Warrawong 
(2502), Austinmer (2514), Bulli (2516), Albion Park (2527), Warilla (2528) and 
Shellharbour (2529) areas.
FIGURE 3.20 Assaults on Police as % of postcode population 
January - April lllawarra Region
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Results such as that for Dapto (2530) prompt a closer examination of the various 
other characteristics of the postcode in order to establish the context in which these 
incidences are occurring. Dapto has a higher than state or national level of trade and 
labour occupations and the level of home ownership is also very high. It is a 
predom inantly a com munity of younger aged people, most of whom are 
employed with the only group exceeding the state level for unemployment being 
young women under the age of 34 years.
The Dapto area is regarded as an area of good quality real estate, and also 
included in this postcode is the Kanahooka area which is regarded as one of the 
better residential suburbs in the lllawarra area. The West Dapto area, however, is 
an ex-State Housing Authority area with most of the homes being fibro or 
weatherboard with a few brick veneer homes. It is possible that within the 
postcode, certain ‘hot spots’ for violence may be affecting the profile for the 
postcode overall.
Similarly the Berkeley (2506) and Cringila (2501) positions on the northern banks 
of Lake lllawarra, share their locations with the nearby industrialised area of the 
steelworks and Berkeley is largely an area with high levels of government housing. 
Poverty is also a feature in these areas and high numbers of female headed single 
parent families living there.
In Cringila there is a quite large Yugoslavian-background community and other 
smaller communities of non-English speaking background people. The levels of 
Australian-born citizens are almost 40% less in Cringila than the levels found 
across New South Wales and Australia. 42.89% of the local population of Cringila 
have difficulty speaking English despite having been in Australia for more than five 
years.
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While Berkeley does not have the same multicultural community, there are similar 
high levels of unemployment across both males and females of all ages as there 
are in Cringila. Both of these areas do not have large listings of community 
services or many activities such as recreation sites, or information services on 
welfare and health, or specific services which are geared to dealing with the 
problems which are obviously part of everyday life in these suburbs. This is not 
to say that such services do not exist or that the services are within easy reach in a 
nearby suburb - the listing of these services was taken from the Community 
Services Directory of the Wollongong City Council which was assumed by us to 
be one of the first sources of information for people wishing to locate community 
groups.
Heroin and indian hemp supply and use
This is fairly self explanatory and includes those instances where complaints have 
been made regarding illegal drugs, but which have not necessarily led to anyone 
being charged. This differs from the other categories of police involvement where 
the person was charged. The police reports of use of heroin is remarkably low 
when compared with the incidence of Police being called to deal with the supply or 
use of Indian hemp, or marijuana (FIGURE 3.21).
Both of these illegal substances are reported most commonly in the central 
Wollongong area (2500), but there are pockets of increased incidence for heroin 
use or supply in areas such as Cringila (2501), Port Kembla (2505), 
Bellambi/Corrimal (2518), Fairy Meadow/ Balgownie (2519), Warilla (2528), 
Dapto (2530), and Nowra (2541).
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FIGURE 3.21 Police reports of heroin use and/or supply 
January - April lllawarra Region
Postcodes
Particular use or supply of Indian hemp or marijuana can be seen in fig ur es  
3.21 and 3 . 2 2  in the W ollongong area (2500), Warrawong (2502), 
Bellambi/Corrimal (2518), Warilla (2528), Dapto (2530) and Nowra (2541)
FIGURE 3.22 Police reports of indian hemp (marijuana) use and/or supply 
January - April lllawarra Region
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While not wishing to enter into the debate as to whether these substances should 
or should not be illegal, it is a cogent fact that the cost of purchasing these 
substances and the personal risks entailed in administering them to oneself, are 
considerable deterrents in themselves. Yet the distribution of illegal drug use is not 
restricted to either the lower socio-economic community groups nor the more 
affluent communities. Kiama (2533) with its high level of employment and home 
ownership was just as involved during the survey period, with illegal drug supply 
and usage as were people in Unanderra (2526) or Port Kembla (2505) where 
there is high unemployment and reliance upon government housing.
1.6 Com m unity  a bility  to  protect vulnerable  groups
As part of the Healthy Cities project in the lllawarra several task forces were set up 
and existing campaigns were incorporated into an overall strategy to improve the 
health of the community. Of particular concern to the local community was the 
presence of the Port Kembla copper smelter and the potential for high levels of 
atmospheric lead. This interest increased following the discovery at Port Pirie in 
South Australia of unacceptably high emissions from a similar smelter. The damage 
to children’s health of exposure to high levels of lead has been well researched. 
Vimpani and Parry (1989) note that lead toxicity was first related by Gibson in 
1904 to the ingestion by children of lead-based house paints in the 1890’s in 
Queensland. Fits, encephalopathy, intellectual disability, anaemia, renal damage 
have all been related to the ingestion of lead in children.
The longitudinal evidence points towards the effect of lead on child development 
and intellectual functioning even where the levels are below the National Health and 
Medical Research Council recommended levels of 20-40 ¿¿g/dl. For this reason the 
report of the Pollution Task Force was incorporated in the Health Atlas of the 
lllawarra as an example of the usefulness to a community health profile, of data 
gathered by others. While this was not provided using the specific postcodes of
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the area, the data was able to be presented as applying to northern or southern 
suburbs and thus provides another layer to the profile.
The Childhood Injuries Task Force data was also included for the same reasons. 
The children injured sufficiently to be taken to the hospital Accident and Emergency 
departments of the public hospital system in the lllawarra were used in this survey. 
The data was based on almost 10,000 cases and the researchers felt that it was 
representative of the true injury patterns in the lllawarra. Again, once these data 
were mapped, patterns became very clear and community strategies were able 
to be initiated to good effect in preventing childhood injuries at home, at school, on 
the roads and in sport and recreation locations.
The subjects for both of these studies were found as they made contact with the 
local health services seeking assistance. Collection was a matter for the medical 
and nursing staff who assessed and treated their conditions and the data compiled 
by the task forces. The value of both measures lies in their use in further 
development of preventive and early detection strategies that are hoped to lead 
to better health overall, especially for children in the lllawarra. (see Map 3.6 
overleaf)
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MAP 3.5 Childhood injuries treated in the lllawarra 1986 -1991
MAPS: Childhood Injuries Treated in the lllawarra 1986-91
The lllawarra Region 
N.S.W., Australia 
Postcode areas
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Elem ental  categ o ry  2: healthy  environment
The concept of health as a complex, multidimensional phenomena requires a 
higher order approach to measurement and can involve a range of methodologies 
and disciplines. The eclectic paradigm guiding this study allows for contributions 
from all sciences and the inclusion of a broad range of objective and subjective 
factors and processes. For example, the geographic features of the community 
have an impact on health options. Tidal, wind and climatic patterns have a direct 
influence on the locality in terms of dealing effectively with pollution and other 
health-enhancing community activities. Transport routes through certain parts of the 
urban residential areas; location of industry and recreation areas are obvious 
examples of this. These physical and social geographic features can be mapped 
and compared with other mapped variables to enable the researcher to draw 
conclusions about possible relationships and potential for effects on health. 
Patterns that emerge from such comparisons can then be further researched to 
identify causal elements that can form the basis of social policy and future planning 
for the community. Indicators developed in this way enable future monitoring of 
health-related phenomena.
As a general rule, indicators are constructed and used to represent a class of data, 
one of which is social health. Noack & Abelin (1987) draw attention to differences 
between indicators and indices in that the latter refers to a collection of several 
individual indicators combined to give an index rating that can be compared across 
countries as well as communities. For example disparity rate which is an indicator of 
social wellbeing is calculated as:
Disparity rate = infant mortality rate + life expectancy at age 1 
+ literacy rate for the population
Health indicators combine several statistics to serve as a useful proxy measure for 
relevant information. Generally they represent only one class of data, for example
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mortality or morbidity.
The ability of a community to reach and maintain a state of dynamic equilibrium 
depends on the level and quality of its interaction with the environment. The results 
of this interaction are seen in the presence of absence of symptoms that have the 
potential to cause social disruption. Examples of this would be industrial disputes 
leading to strikes; increase in crime rates; levels of education valued by the 
community.
The community capacity for maintaining or regaining dynamic equilibrium depends 
on the resources available and the degree of social stability that surrounds 
indicators such as housing; education; employment; family structures; ethnicity and 
religion. These structural components of the community environment relate to 
lifestyle and community action aimed at improving health and resources for health. 
This combination of resources and processes creates the dynamic socio-economic 
and political contexts in which a community exists. The people factor within the 
community environment is at the heart of any operational definition of community 
health. Shamansky & Peznecker (1991:155) recommend studying communities in 
terms of the people involved, the time-space factors and the functions of that 
community. "Who refers to the people or residents of the community; Where and 
When to the spatial and time dimensions; How  and Why to the functional 
dimension"
Census data on ethnocultural characteristics and socioeconomic groupings provide 
an indication of social health risk characteristics as well as groups with identifiable 
physical health needs.
149
Section Three - Technical Considerations
2.1 C ensus  derived  so cial  in d ic a to r s
The health status of any community is intrinsically linked to the nature of that 
community as a social entity. In the discussion above, the dynamic processes of 
community life were described as emerging from the structural characteristics such 
as demographic composition (age, sex, family status) and the availability and 
effectiveness of health services and facilities. The living and working environments 
in which community members exist influences their perceptions of health and 
quality of life as much as the influence of the physical environment.
With this conviction, material gathered for inclusion in the Health Atlas of the lllawarra 
(McDonald and Wilson 1991) included an examination of community occupational 
and employment structure, income distribution and cultural traits. The social milieu of 
the lllawarra region was based on the 1986 Census of Population and Housing 
available on compact disk from Australian Bureau of Statistics, 1989. Efforts were 
made to collect other non-standard information from the same period so as to 
increase the validity of conclusions reached about the health of the local community. 
It is possible and perhaps valuable for future research to be conducted using this 
resource. Time series of census derived social indicatorsfrom the 1981, 1986, 
1991 and 1995 census peroids would allow for temporal perspectives of social 
change and the effects on health in the community.
There are many census data sets available for analysis but not all can be justifiably 
linked to community health. After consultation with a professional geographer the 
areas selected for inclusion in the community health profile were: age, marital 
status, household, or family status; housing tenure; ethnicity; employment and 
unemployment; education; fam ily income; motor vehicle ownership, and 
residential stability. These aspects of social health were justified in the previous 
census period by Keys and Wilson (1984) and provided an impetus for this 
further study of the lllawarra community.
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One purpose of presenting census-based social indicators of health is to assist 
health planners and services providers to gain an understanding of the 
concentrations within the community of the different health indicators. For this reason 
the numerical data is more useful if converted to proportions of the total population 
in the relevant group and in some cases, total regional populations. In mapping the 
census-based indicators, the number of classes vary with different maps. The 
class intervals chosen for display in the Health Atlas of the lllawarra were based on 
the criteria of achieving reasonable uniformity while maintaining any natural break 
points that appeared in the array of values.
The percent of local population of Aboriginal origin in the lllawarra area is shown to 
good effect in the following table, however if this data were to be displayed within 
standardised classes the information would have less impact. For instance, in the 
community action matrix (f ig u r e  3.2 p.102) there were no aboriginal service 
outlets or even support groups listed for postcodes 2518, 2526, 2528, 2530, or 
2531 yet large groups of the Aboriginal population reside in these postcodes. It 
appears from this that this group of Australians must also travel to the central 
Wollongong area (2500) or Berkeley (2506) to participate in activities and 
services that might be of benefit to them.
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TABLE 3.11 % total population of Aboriginal Origin in lllawarra Postcodes
(ABS 1986)
Total %Total
Postcode Postcode
Postcode Aborigines Pop. Pop.
2500 103 32331 0.32
2501 16 3681 0.43
2502 48 9612 0.50
2503 7 1900 0.37
2504 13 1709 0.76
2505 64 6145 1.04
2506 50 5455 0.92
2508 20 5112 0.39
2509 0 970 0.00
2511 0 366 0.00
2512 0 699 0.00
2513 0 452 0.00
2514 4 2487 0.16
2515 9 5186 0.17
2516 28 4459 0.63
2517 38 9237 0.41
2518 102 17482 0.58
2519 29 16333 0.18
2525 11 8925 0.12
2526 90 11517 0.78
2527 43 9167 0.47
2528 287 26501 1.08
2529 22 7228 0.30
2530 201 23805 0.84
2531 24 976 2.46
2532 9 4241 0.21
2533 18 6278 0.29
2534 16 2846 0.56
Total: 1252 225100 0.56
Achievement of both criteria is not always possible and where this occurred in the 
Atlas, the reader was directed to pay careful attention to the information given in 
the legends.
It is also possible to combine contiguous postcodes into larger population 
agglom erates to display a particular social characteristic, for example, the 
distribution of people claiming to be Catholic, as shown in ta b le  3.12 overleaf.
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TABLE 3.12 Catholics as % total population of lllawarra Postcodes 
(ABS 1986)
Postcode
Total
Pop.
2500 32331
2518 17428
2519 16333
2525 8925
2527 9167
2528 26501
2530 23805
2501,02 13293
2503,04,05 9754
2506,26 16972
2508,09 6082
2510-17 22886
2529,31,32 12445
2533,34,35 13947
Catholic % P/code
persons population
8736 27.02
5109 29.22
5434 33.27
2532 28.37
2765 30.16
8181 30.87
6513 27.36
5486 41.27
3018 30.94
5307 31.27
1511 24.84
5282 23.08
3048 24.49
3075 22.05
Total 229923 56997 28.70
The implications of religion for health are many and this type of table could be 
constructed on any of the religions covered by the Australian census. Catholics, for 
instance have certain taboos about contraception and other fertility-related aspects 
of family life. Moslems also have some religious practices that affect the health of 
women and girls. By presenting the population in terms of the espoused religion, 
service planners and providers are given a prompt to look for certain aspects of 
health behaviour which, if validated by further enquires, may require some 
sensitive intervention if health is to be achieved and maintained. Population profiles 
can also contribute a clear picture of the locational distribution of dependent age 
groups of 0-9 and 65+. This provides a useful indicator of the economic burden 
posed by the very young and very old in the community and while there is no 
guarantee that the older group are not employed now that the retirement age has 
been abolished, it is unlikely that large numbers of elderly people are in 
permanent paid employment.
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Health and welfare systems are required to allocate resources to the support of the 
aged, and to make special provision for those who have special needs such as 
people from non-English speaking backgrounds. The table (t a b l e  3.13) below 
shows the distribution of dependent age groups across lllawarra postcodes, 
however, the patterns are much more clearly displayed in m ap  3.5 on the following 
page.
TABLE 3.13 % total population in dependent age groups, lllawarra Postcodes 
(ABS 1986)
Total Age % Age %
P/code Pop. 0-9 P/code 65+ P/code
2500 32331 3720 11.50 4572 14.14
2501 3681 607 16.49 201 5.46
2502 9612 1403 14.60 737 7.67
2503 1900 180 9.47 318 16.74
2504 1709 208 12.17 195 11.41
2505 6145 723 11.77 776 12.63
2506 5455 736 13.49 487 8.93
2508 5112 970 18.97 525 10.27
2509 970 180 18.56 111 11.44
2511 366 61 16.67 46 12.57
2512 699 106 15.16 125 17.88
2513 452 72 15.93 71 15.71
2514 2487 350 14.07 317 12.75
2515 5186 799 15.41 636 12.26
2516 4459 621 13.93 534 11.98
2517 9237 1379 14.93 1125 12.18
2518 17482 2569 14.69 2001 11.45
2519 16333 2083 12.75 1619 9.91
2525 8925 1056 11.83 552 6.18
2526 11517 2309 20.05 687 5.97
2527 9167 2151 23.46 414 4.52
2528 26501 4571 17.25 1325 5.00
2529 7228 1155 15.98 599 8.29
2530 23805 4339 18.23 1185 4.98
2531 976 304 31.15 34 3.48
2532 4241 850 20.04 392 9.24
2533 6278 927 14.77 894 14.24
2534 2846 402 14.12 630 22.14
Total: 225100 34831 15.47 21108 9.38
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Extraction of this information from the CD-ROM system requiresthe use of PC­
DOS computer systems and the Australian Bureau of Statistics code listing.
MAP 3.6 % Total Population in Dependent Aged Groups lllawarra 1986
MAPS: % Total Population in Dependent Age Groups
Age 0-9 Years Age 65+ Years
The lllawarra Region 
N.S.W.. Australia 
Postcode areas
Wollongong
Port Kcmblu
I Ielensburg
Shell Harbour
Gerringong
Percent 
0.00 to 9.99 
10.00 to 14.99 
H i  15.00 to 19.99 
U S  20.00 to 24.99 
. 25.00 to 35.00
I Ielensburg
Gerringong
Percent
S S I  0.(X) to 9.99 
H U  10.00 to 14.99 
15.00 to 19.99 
E IS  20.00 to 25.00
Once this has been achieved, the speed at which the tables could be 
constructed depends upon whether the researcher is working with standard 
agglom erations or wishes to combine categories for some other purpose. 
Other mapped variables are shown here to give a clearer picture of the types 
of patterns that can be built up from census data.
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MAP 3.7 % Persons Aged 60+ Years and Living Alone lllawarra 1986
MAP: % Persons Aged 60+ Years Living Alone
The lllawarra Region 
N.S.W., Australia
Postcode areas Austinmcr
Wollongong
Hclcnsburg
Port Kcmbla
Shell Harbour
Kiama
Gcrringona
Tasman
Sea
Percent
10.00 to 14.99
15.00 to 19.99
20.00 to 24.99
25.00 to 29.00
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MAP 3.8 % Total Population Born in Yugoslavian Regions lllawarra 1986
MAP: % of Population Bora in Yugoslavian Regions
The lllawarra Region 
N.S.W., Australia
Postcode areas
Hclcnsburg
Austinmer
Bellambi
Wollongong
Port Kembla
Tasman
Sea
Shell Harbour
Kiama
Gcrringong
Percent 
i 0.00 to 4.99
15.00 to 9.99
1 10.00 to 19.99
120.00 to 56.50
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MAP 3.9 % Female-headed 'Sole parent' families. Illawarra 1986
MAP: % Female-headed 'Sole Parent Families'
The Illawarra Region 
N.S.W., Australia
Postcode areas ffe&H
Hclcnsburs
Austinmcr
Bcllambi
Wollongong
Port Kcmbla
Tasman
Sea
Shell Harbour
Gcrringong
Percent
0.00 to 7.49 
7.50 to 12.49 
12.50 to 17.49
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MAP 3.10 % Population renting from State Housing Authority lllawarra 
1986
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MAP 3.11 % Persons from Non-English speaking backgrounds, in Australia 
for 5+ Years and speak English 'Not well' /'Not at all'. Illawarra 1986
MAP: % Persons from Non-English Speaking Backgrounds, in 
Australia for 5+ Years and speak English 'Not well' or 'Not at all'
The Illawarra Region 
N.S.W., Australia
Postcode areas Austinmer
Wollonsons!
Port Kcmbla
Hclcnsbursi
Shell Harbour
Kiama
Gcrrineonii
Tasman
Sea
Percent
0.00 to 9.99
10.00 to 19.99
20.00 to 29.99
30.00 to 49.00
50.00 to 50.30
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MAP 3.12 % People aged 15+ years who are 'Not at school' and 'Without 
qualifications'. Illawarra 1986
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MAP 3.13 % Men in mining and'B lue collar’ employment. Illawarra 1986
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Reliability and validity of the population information is directly linked with the 
confidence able to be held in the methods of collecting census data. Making 
allowances for mischievous or erroneous entries by householders, the population 
surveyed is sufficiently large that the findings warrant some trust that the data 
reflected the size and composition of the community on June 30 1986. However, 
Pollard, Yusuf and Pollard (1974) caution that before accepting demographic data 
as representing a true and complete population picture, the peculiarities of the data 
must be considered and where possible, allowances made. The sources of error in 
census data are found in sampling, coverage and content. The statistical magnitude 
of the census sampling brings with it a certain level of confidence; however, there 
can be random trend fluctuations in vital events such as birth and death rates.
Errors in coverage are related to the possibility that some people have been left 
off the survey while others have been duplicated. This poses a danger of failing to 
account for itinerant groups such as homeless children and adults. There is also a 
possibility that respondents could complete the census forms with the intention of 
misleading the government with regard to their age, financial status, assets and the 
number of people living in the household. Further errors are possible in the transfer 
of this collected data to the central data bank. For these reasons, the census data 
should ideally be triangulated with some other source of information about the 
issue under scrutiny. In this profile, the census data can be compared with data 
from other postcode data such as the police activity or community dependence 
mentioned earler. By focusing on the local context of the lllawarra such 
comparisons can be regarded as valid for the purposes of establishing an overall 
community health profile of the lllawarra. As other qualitative information is collected 
on aspects that impact on health, these can also be added to the quantitative 
base provided by the census.
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Elemental categ o ry  3. lifestyle  options
Life-style choices have become increasingly important as a focus for research into 
health and the factors that contribute to or detract from the experience of health. 
The central perspective of the life-style approach to defining health and health 
needs is that the cause of the disease is regarded as being under the direct control 
of the people experiencing it. Under this view, health breakdown and premature 
death can be seen as the result of faulty life-style choices made by people 
individually or as groups. Underlying assumptions in such a view are that the 
person or group is able to make independent decisions about health and that they 
can alter their health behaviours in order to optimise health.
The deceptive elements of this perspective become apparent if one takes it to a 
logical reverse conclusion: that those who are unable to deal with factors that 
adversely affect their health can somehow be held responsible because of some 
psychological imperfection or even be regarded as being socially deviant. It 
follows then that tobacco smokers who continue to smoke despite the evidence 
that this will cause damage to their health, could in some way have their access to 
treatment services reduced as their problems were ‘self-inflicted’.
As a prevailing ideology in Australian society, this perspective has implications for 
health planning and resource allocation to health promotion and curative services. 
Much of the media advertising and ‘news’ commentary is based on perspectives 
of cause and effect which emerge from various ideologies such as the political 
views expressed by governments and the views of the powerful medical model. 
Clarke (1991:292) explains this phenomenon as being a result of ‘‘ ...th e  
dominance o f the medical model and (because)... social policy and funding 
priorities have given primacy to medical explanations of cause and cure. Thus the 
medical model is expected to dominate in the media portrayals."
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The alternative perspective, that is, that disease and disability are a result of social 
inequities brought about through unfair social structural arrangements, is not 
frequently featured by the media. The responsibility of the media to disseminate 
accurate information to the community about health is not always apolitical. As 
Clarke (1991:292) also observes, “The media may serve to spread a particular 
concept o f reality throughout society (and) ... people are sometimes led to 
believe information and to accept a view o f a situation even when it contradicts 
their own individual interests."
Media promotion of medical and lifestyle models of health behaviours have the 
effect of placing the responsibility for health at individuals’ feet rather than 
stimulating unified community action aimed at changing social structures and 
community attitudes and values that might be having a negative impact on the 
health of all members of the community. It is important to clarify that in this study’s 
elemental category there is no intention to subscribe to a ‘blame the victim ’ 
mentality so often appearing in the public health literature; however, in realistic 
terms, it must be recognised that certain choices are within the purview of the 
individual or community group and have the potential to affect their experience of 
health.
Personal choice over the style of living one preferred, rose to prominence in the 
1960’s when alternative lifestyles and rejection of technological advances became 
attractive options for many young adults in western cultures. Since then, individual 
behaviour patterns have become the focus for health education programs 
designed to ‘re-educate’ or ‘rehabilitate’ people from their lifestyle ‘mistakes’ that 
entail risk factors for certain diseases. Coreil and Levin (1985:104) believed that 
“...a confluence o f developments in popular culture, politics and disciplinary theory 
has contributed to this trend, including the emergence of life style as an integrative 
concept in the social sciences....Lifestyle changes and self-care education has
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occurred at the same time as the penetration o f behaviouristic health psychology 
into the public health field and health education where it introduced social learning 
theory to replace the 'communitarian ethic."
Since that time, the focus for health-related change has moved more towards 
community education and an emphasis on intervening in public health problems at 
the organisational and political level. Health policy and research is however, still 
susceptible to the influence of media hype. Health problems and diseases such 
as HIV/AIDS are transformed into social problems through active community 
lobbying and the media, and because of this are allocated increased resources to 
the detriment of other community health problems such as breast cancer which 
causes far more deaths per year than HIV/AIDS. Unhealthy lifestyle patterns such 
as alcoholism and child sexual abuse have become the current social problem 
warranting media, political and cultural attention. As the media focus moves onto 
other community health issues that have political undercurrents, there is always the 
danger that scarce health resources will be reallocated for political rather than rational 
reasons.
Indicators of responsibility for community health being taken at levels beyond the 
individual can be found in programs such as the Healthy Cities Project. The 
lllawarra area was one of the first to participate in this World Health Organisation 
program and has achieved significant health gains for the lllawarra community in 
terms of environmental safety, improved access to recreational, political and health 
service outlets and mechanisms whereby community members are able to voice 
their opinions on issues of concern.
This improvement in facilities and access to health services has had the effect of 
encouraging community members to view competence in self-care as a means for 
taking control of their health and to reduce health-care costs. Positive evidence of
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self-care and personal health behaviour is seen in community values changing to 
accept and even support people who attempt to improve their health chances by 
exercise; sun and water-safety; lowering their dietary cholesterol and managing 
emotional stress. Importantly these developments have occurred as community 
awareness has increased regarding causal factors in health breakdown; as well as 
general knowledge about the desired effects and possible side-effects of medical 
treatment. Individual and community efforts at maximising health options could be 
seen as augmenting rather than replacing, medical, nursing and other professional 
health care.
Self-care and self-treatment have become legitimate aspects of Australian 
community existence and where this is effective in relieving minor symptoms and 
maintaining health there is an economic benefit to the community in any reduction of 
health costs. Self-care entails a person functioning on his or her own behalf in the 
promotion of health, disease detection, prevention and treatment. Haug, Wynkle 
and Namazi (1989:173) defined self-care as "a decision to respond to a perceived 
symptom  - involving a definition o f a bodily experience as a symptom, self­
diagnosis, and the decision to react or not react to that symptom." That people 
are inclined to self-treat and to consult with professionals (usually after they have 
made some attempt to deal with their health problems) reflects an attitude of self­
reliance and confidence in being able to obtain information and emotional support 
from their personal networks. This level of confidence is an indication of community 
values about health and its relationship with their lifestyles.
The three quantitative studies that follow were selected as indicators of the ability of 
people to make healthy decisions about their dental and nutritional behaviours and 
their preparedness to self-treat. Presentation of this information to the community 
allows them to add in their own qualitative data to achieve contextual relevance.
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3.1 DENTAL HEALTH BEHAVIOURS
The prevalence of particular dental problems within a community gives some 
general indication of personal efforts, such as dental hygiene, to maintain healthy 
teeth and gums. Degenerative problems, infections and periodontal disease can 
be interpreted as evidence of combined factors in diet, self-care and awareness 
which have not been acted upon sufficiently early to prevent their development, 
and the only course of action remaining is that of seeking remedial advice or 
treatment. The purpose of this study was to provide sufficient information for health 
workers in the area to develop their own impressions of the community's attitudes 
towards dental health and by implication, their general wellbeing, and to investigate 
further those aspects associated with dental health in the community which may 
indicate the need for intervention such as community awareness heightening 
programs.
Dental health behaviours, as an indicator of community attitudes to self-care, fall into 
two major categories:
1. behaviours designed to prevent dental problems; such as seeking 
consultations with the dentist; elective treatments such as prophylactic 
fluoride, orthodontic treatment and cosmetic measures such as cleaning, and 
denture care and repair; and
2. remedial behaviours in response to some existing dental problem; such as 
seeking dental treatment for degeneration of teeth and gums, trauma, infection 
and periodontal disease, and pain.
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The reasons people have for visiting dentists are important in any attempt to 
establish the level and quality of self-care and treatment. The assumption made in 
this study is that people who seek consultations with dentists before problems 
occur are generally more health conscious than those who delay until there is 
evidence or symptoms of dental problems.
This survey involved a sample selection of fifteen dentists (out of seventy dental 
surgeries listed in the telephone directory) who made a note of their client contacts 
over a two week period. (n=863). The central location of most dental surgeries in 
Wollongong makes it necessary for people to travel to obtain their services and 
the sample of clients attending these dental surgeries extends across the lllawarra 
area. No restriction was made as to age or gender and the reasons for treatment 
and the techniques used were left open-ended and later analysed for content 
categories.
FIGURE 3.23 Survey format used in Dental Health Survey, lllawarra 1988
CLIENT DETAILS SERVICE DETAILS
P ostcode Age M /F Ethnic
Origins
Reason for 
Treatm ent
Techniques
Used
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The returned survey numbers indicated that services to clients were not
representative within postcodes and therefore could not be regarded as a 
comprehensive picture of dental health within that postcode. No data was
collected for postcodes 2510-2513 (Clifton, Scarborough, Wombarra and 
Coledale) and 2531-2532 (Dunmore and Minamurra) both areas being small 
in terms of population and in 2513 (Coledale) there is a dental service based 
at the community hospital that was not included in the survey. Despite this
drawback, the survey was able to provide an area-wide perspective of the
findings which may provide the impetus for further research in the future.
Mapping of incomplete data is potentially misleading therefore for the 
purposes of the Health Atlas of the lllawarra, the data was graphed as an 
lllawarra-w ide phenomenon.
Data was compared in terms of age (45.42% Male and 54.58% Female) and 
gender with the two largest postcode samples falling within the Wollongong 
(2500) and Dapto (2530) postcodes.
FIGURE 3.24 Gender distribution of dental client sample, lllawarra Area
■ Females
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The ethnic orientation of clients was also collected so as to provide some 
indication of whether or not certain dental health behaviours were related to 
cultural values.
FIGURE 3.25 Ethnic origins of dental client sample - lllawarra
■ Australian 68.13%
■ New Zealand 0.02%
■ British Isles 8.11%
□ Southern Europe 7.88%
■ Central Europe 11.12%
1  Northern Europe 2.09%
■ Middle East 0.23%
■ South-East Asia 1.16%
■ Other 1-16%
There was no significant correlation between ethnic origin and category of 
reason for dental service contact. This most probably because of the 68% 
Australian-borne clientele.
FIGURE 3.26 Age distribution of dental client sample 
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At the very least, the above graph indicates that people in their 20-50 age
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group are the largest group of users of dental service in the lllawarra and this 
alone should be enough to stimulate some interest as to the purpose of their 
visits and whether they are taking preventive or remedial action about their 
dental health.
Reasons for treatment were categorised at the end of data collection and fell 
into two major groups:
(1) Preventive (48.55% of total sample):
consultation, cosmetic, prophylaxis, orthodontic and dentures.
(2) Curative (51.45% of total sample):
trauma, infection (periodontal disease), degeneration and pain.
FIGURE 3.27 Preventive reasons for dental sample, lllawarra
%
■  CONSULTATION 18 .42
■  PROPHYLAXIS 15 .87
■  ORTHODONTIC 2 .32
□  COSMETIC 2.55
■  DENTURES 9.39
ans for dental visits. lllawarra
%
■  TRAUMA 7.99
■  INFECTION 7.53
■  DEGENERATION 22.48
□  PAIN 13.45
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Correlation in terms of age and reason for consultation revealed a tendency for 
consultations to be sought by people aged 6 - 50 years with the largest group 
being in their twenties; Trauma affected people mostly between the ages of 13 - 
60 with the largest group in their thirties; Infection and periodontal diseases were 
most often seen in the 30-50 age group; degenerative disease was spread from 
ear;y childhood to 60 years with the largest groups in their twenties and thirties. 
Pain was experienced by people aged 20-70,the largest groups being in their 
thirties and fifties. Prophylactic measures were mainly sought by youths and those 
aged 20-40.
In terms of content validity, the open-ended feedback from the participating 
dentists was analysed and categories of data were established. These were then 
verified by contacting dental experts outside the sample. There was no concurrent 
validation of content with patients and this is perhaps an area that would add a 
worthwhile dimension to the material collected on reasons for visiting the dentist 
and the satisfaction with the service in terms of health outcomes.
The study has been included here as an example of efforts made to use 
information from an incomplete sample. As such the value is limited to support it 
may give to future studies into the dental health behaviours of people within a 
community. At the very least it has enabled a profile of age and gender to be 
constructed for a sample of people in the community; however, the sample is not 
representative and therefore no inference can be drawn from this study as to the 
overall dental health of the lllawarra community.
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3.2 CHILDREN’S PERCEPTIONS ABOUT NUTRITION AND HEALTH
Historically, there has been a paucity of efforts made to canvass the opinions of 
children about health and their motivation to learn about factors that can alter their 
health chances. Health professionals, parents and teachers have traditionally taken 
the approach that children are to be given information that they must learn and the 
expectation is that the children will absorb unquestioningly the information and 
follow it as directed. This attitude does little to foster the growth of self-efficacy and 
the empowerment that one experiences in being competent in self-care. Igoe 
(1991:59) defines the theoretical basis for self-efficacy as involving "...judgement 
of one’s capability to execute given levels o f performance and expectations of 
the likely consequences such behaviour will produce.”
Consumer health is a growing area of concern as children take more control over 
the food they purchase and the image they present to the public. Self-care 
attitudes and the difficulty levels of self-care decisions contribute to the nutritional 
impact on health of growing children. Of interest to health professionals are the 
values and attitudes of children towards nutrition and their self-image related to 
physical appearance.
In studying this area there is a risk of encouraging children to become over­
sensitive about their health; however, empowering children to become active in 
controlling their diet for the purposes of improving their health chances could make 
such a venture worthwhile. It is possible also that the effects of culture, religion and 
socio-economic variables may both affect and be affected by a heightened 
awareness by children about their dietary health (Vaandrager, Colomer and 
Ashton 1992). For these reasons it is necessary to consider the potential effects 
this may have on family relationships and the ways children might alter their 
relationships with other authority figures such as teachers or volunteers in the school 
canteens. There are implications also for the ways in which health professionals
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relate to children in terms of fostering self-confidence in nutritional self-care.
Nutritional habits, along with other general behaviour patterns, are formed largely 
during childhood and regardless of their merits, may develop into the adult 
nutritional patterns which are then passed on to the next generation. Nutritional 
behaviour patterns are not inherited, but are learned from families, friends, and 
peers, and may become a permanent feature of a person’s lifestyle. Nutritional 
patterns learned early in life may be altered for the better or worse, later in adult 
years. If this were not so, then advances in home science and nutritional awareness 
would be of little value in promoting health and preventing health breakdown 
through the ingestion of various types of food. Nutrition has been accepted among 
health professionals and the general public as a major factor, along with stress, 
destructive habits and lowered immunological defences, in health problems 
associated with lifestyle.
In years past the problems associated with food and nutrition were in getting 
sufficient to eat, but this is not a marked problem in Australia where overall, 
approximately 45% of adult men and 35% of adult women are overweight, and 
the implications of this in health degradation include the correlation of obesity with 
blood cholesterol and triglycerides which have been linked to high blood pressure 
and chronic heart disease, and potentiates other health problems such as 
diabetes, arthritis and digestive capabilities. Malnutrition also includes being 
"underweight" and while instances of anorexia nervosa and bulimia nervosa are 
dramatic types of this nutritional pattern, there is a widespread lack of recognition of 
the effects on young females' dietary choices, and of "perfect body" advertising 
and the perceived masculine preference for the slender, female stereotype. 
Young males are also heavily influenced by the media stereotypes, but with less 
emphasis upon nutritional choices than there is on the amount or type of exercise 
encouraged.
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The development of nutritional patterns during childhood is somewhat influenced 
by the nutritional patterns of the family, particularly during the late primary school 
(ages 10 to 12) and early secondary school years (ages 13 to 16). Family 
influence on dietary choices tends to diminish as children begin to relate more to 
their peer group than to their parents or siblings. More importantly, the influence of 
television advertising about fast foods and sweets has the potential to influence 
the timing of food intake, for example an emphasis on frequent snacks or sweets 
throughout the day and into the evening, as well as the type of food. Primary 
school children learn to make choices in their diet and this increases as their social 
and education spheres of activity move them further away from their families. 
Secondary school children are however, more strongly influenced by peers and 
the adolescent preoccupation with body image which presents a paradox 
considering the poor nutritional value of many readily available snack foods 
(McDonald and Wilson 1991).
Nutritional standards are freely available in the literature regarding adequacy of 
certain dietary types and amounts and these were used to support the 
construction of a questionnaire to be completed by children in the lllawarra area. 
The aim of the study was to highlight the perception of nutrition and its relationship 
to health, held by children in primary and secondary schools in the lllawarra Area. 
An initial draft of the instrument was tested in a pilot study using school children of 
the same age as the intended sample. Students in the Sydney Metropolitan area 
were chosen to avoid the possibility of accidentally re-testing lllawarra students. 
The instrument was assessed in terms of content validity; ease of administration 
and ability of children to relate qualitatively to the questions. Ambiguous questions 
were revised and retested, and questions with a low correlation removed. The 
remaining areas of particular interest focused on the children’s' level of knowledge 
about diet; their self-image or satisfaction about body image; their perception of 
their own health; and whether they regarded their dietary patterns as important to
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their overall health and happiness.
The instrument was then sent to the Department of Education for ethics approval 
and permission was obtained for approaching the principals of the lllawarra primary 
schools. This and parents permission notes were accomplished before distributing 
questionnaires via the health teacher at the school. Sampling involved a random 
selection of children aged between 10 and 12 years and between 13 and 16 
years who were attending local primary or secondary schools during November 
1988, and 214 boys and 271 girls responded (Total n = 485). For some 
Postcodes, there was insufficient data to comment upon and shown as "no data" in 
the cartographic presentation. Postcodes affected in this way relate more to 
primary school children than to secondary school children as 67% of the 
respondents were in fact primary school children. An excerpt from the 
questionnaire is shown in FIGURE 3.29.
The results of this study were published in the Health Atlas of the lllawarra and 
need not be repeated here; however, some patterns emerged on the spatial 
matrix that were not apparent in the tables. Of particular interest were the children’s 
responses to the qualitative questions on self image (Q.3) and on feeling healthy. 
(Q.4)
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FIGURE 3.29 Exerpt from Childhood Nutrition Survey Tool.
NUTRITION SURVEY - SCHOOL CHILDREN IN THE ILLAWARRA
We would like to know why you make certain decisions about food 
and how you feel about your nutritional health.
Please answer the following questions by selecting ONE of the options given.
Please complete:
Your aae 
Girl or bov?
Lanauaae spoken at home 
Home postcode
Office only:
Male g  
Female q  
English q  
Not English Q
Please tick the box for your answer:
1. How often do you eat take-away food?
a. never [ ]
b. daily □
c. weekly Q
d. monthly [ ]
e. 2-3 times a year □
f. never □
Score:
2. How often do you take vitamins?
a. never D
b. daily d
c. weekly d
d. monthly d
e. 2-3 times a year D
f. never d
Score:
3. If you were able to, would you rather be:
a. fatter than you are now Yes □  No □  Not sure D
b. thinner than you are now Yes □  No Q N otsure  D
c. the weight you are now Yes [U No D  Not sure d
Score:-------------
4. Do you feel healthy today?
Yes [ ]
No □
Score:-------------
5. Do you think the way you feel today
has anything to do with what you eat? .
Yes □
No □
Not sure D
Score: ------------- -
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W hether or not one is able to claim that they feel healthy depends on their ability 
to summarise all that is happening to them in terms of function and feelings and to 
encapsulate this complex data into a yes/no answer. The insight required of 
children who answered this question, involved a similar assessment of their lives at 
that point in time and how this was affecting them with regard to feeling healthy or 
not. Caution is advised in interpreting the results as the children’s ages must be 
taken into account however, the patterns emerging from the data were quite 
definite and overshadow one’s doubts as to the respondents’ abilities to articulate 
an opinion on their own health condition.
Because of the variability in numbers of children who responded from the various 
postcodes, the data below were calculated as a percentage of those who 
responded, thereby casting a much fairer distribution across the lllawarra area 
based upon the sample, but not compared to the census populations within each 
area. W hile most of the children claimed to feel healthy and the majority of 
postcodes represented had over 80% of the children feeling healthy, those 
postcodes which fell below this level deserve comment. In particular, only 65% of 
the children who live in the central Wollongong area (2500) claimed to be healthy. 
The other areas of concern were Warrawong (2502) with 67% and both Port 
Kembla and Berkeley with 68% of the children claiming that they felt healthy at that 
time.
From the data it appears that boys, on the whole, claim to feel healthier than girls. 
Coupled with the patterns of increased vitamin intake by girls, a worrying pattern of 
perceived health among school children begins to emerge. In fact a majority of the 
girls felt healthy in only five of the twenty postcodes represented.
Linking feeling healthy with diet was the next major step and from the data, most 
children did not see food as having much of an impact on the way they felt.
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Interestingly, more boys than girls tended to see any causal relationship between 
food and health.
Responses to the body image (self-approval) question were quite revealing. In 
childhood overweight children, as opposed to obese children (who are over 20% 
heavier than the recommended weight for their height and gender), are often 
stigm atised by both adults and other children. Conventional "wisdom" also 
attributes control of body weight to general competence in other aspects of living, 
and for a child to be labelled incompetent on the basis of their weight has the 
potential to cause irreparable harm to his or her core identity. Under such 
disapproval children can withdraw from social activities and develop dietary 
patterns of overeating which offer to them a small measure of alternate gratification. 
Destructive patterns such as this can become entrenched during this period of their 
lives and continue to cause misery during later adolescence and adulthood.
Underweight children also face certain social criticism but thin children are generally 
more socially acceptable than fat children. The irony of this situation is that abnormal 
eating behaviours arising out of the fear of becoming obese can progress to such 
an extent that hunger pains can be perceived by the person as a sign of 
accomplishment, and this stimulates them to further starve themselves. Conditions 
such as anorexia athletica, nervosa and bulimia are life threatening and can be quite 
far advanced before being diagnosed and treated. Prevention, the most effective 
approach for these conditions, is not analogous with current social values regarding 
a thin body image.
In this study, there were marked differences between boys and girls satisfaction 
with the ir body weight. In almost every postcode, a greater percentage of boys 
were satisfied with the ir weight than were girls in the same postcode. The 
exception was Warrawong where a large group of primary school girls indicated
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their satisfaction. (See Map 3.15 % Children Who Said They T ee l Healthy”)
The implications of these findings for health, place girls and young women at some 
risk of low self-esteem with a concomitant need to seek approval, possibly at the 
expense of their core identities. This is an area that requires more searching study 
in terms of social attitudes towards the female sociotype by both males and 
females in the lllawarra area and the impact that this has on the overall levels of 
productivity in terms of industry and education in this area.
Were it not for the comments above regarding the hidden dangers of being too 
thin, the prevalence of childhood desire to be fatter would not be significant. As a 
general statement, more boys than girls have this desire. The same questions 
could be asked of these boys, as were asked above of girls who disapproved of 
their own weight. Is there a social expectation for some boys to be big, even if 
this leads to being overweight?
It appears from this study that these differences cannot be attributed easily to 
cultural or socioeconomic differences and may be more aligned to an underlying 
gender attitude in the lllawarra area, but this would have to be tested further before 
any definite conclusions can be drawn. Overwhelmingly, more girls than boys 
would like to be thinner than they are now. (See Map 3.16 % Children Who Said 
They Would Rather Be thinner” )
Across the twenty lllawarra postcode areas surveyed girls who wished they were 
thinner accounted for between 60 and 80%. The establishment of a comparison 
with some other similar provincial city such as Newcastle, might generate insights 
into these perceptions held by girls in the lllawarra.
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Across the twenty lllawarra postcode areas surveyed girls who wished they 
were thinner accounted for between 60 and 80%.
Map 3.14 % Children who said they “Feel Healthy”
The establishment of a comparison with some other sim ilar provincial city 
such as Newcastle, might generate insights into these perceptions held by 
girls in the lllawarra.
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Map  3.15 % Children who said they “Would Rather be Thinner’
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3.3 CONSUMPTION OF PHARMACEUTICAL PRODUCTS
The ability of people to recognise that they may have a health problem or that 
they are in danger of developing one, is a significant indicator of community 
competence. This indicator calls upon the person’s ability to reason, communicate 
and act purposively in the context of health decisions. It is this ability that prompts 
communities to undertake self-care and treatment either as groups or as individuals 
in the larger context.
The concept of transaction and transform ation between people and their 
environments is shown in FIGURE 3.30 below. While there is no firm cause-effect 
re la tionship  between d iffe ren t parts of any system, each part of the 
environment/behaviour relationship impacts on and is defined by, other parts of 
the system. Most importantly, the diagram devised by Aitken and Bjorklund 
(1988:59) em phasises change and the effects of behaviour within the 
environmental context.
FIGURE 3.30 Modes of behaviour/environment transaction and transformation 
(Aitken & Bjorklund 1988)
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The challenge in measuring this ability lies in the danger that the sample data may 
become biased through the research process if opinion questionnaires are used. 
Pharmacies located throughout the community are often the first point of contact
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made when people need advice about their health but are not sure that a visit to 
the medical practitioner is warranted. Pharmacies thereby provide a valuable health 
service to the community in terms of assisting people to prevent health problems, 
and to treat minor ailments. The services offered include dispensing of prescribed 
medicines; giving advice and reassurance about health and health maintenance and 
selling a wide range of over-the-counter products that assist a community to 
achieve its health goals.
As noted in the Health Atlas of the lllawarra, in the course of any given period of 
time more of us are likely to ingest, apply or otherwise use one or more of the 
wide range of health care related products purchased from a pharmacy than we 
are to visit a physician, receive a visit from a community nurse, attend a hospital 
(whether as an in- or an out-patient), or consult any other part of the formal or 
"alternative" health care system. The opportunities for obtaining a truly unbiased 
data-set on the choices people make in terms of purchasing pharmacy products 
are generally limited and the logistics of approaching each pharmacist for 
information on their business dealings are prohibitive. In this study however, it has 
been possib le to explore the variations w ithin lllawarra postcodes, of 
consumption patterns of broad categories of pharmaceutical products ranging from 
scheduled medicines to dietary and oral hygiene products.
Trojan (1989) reported the benefits to communities of goal-directed activities in 
terms of health. It was found that people who take some active part in their 
decisions on self-care experienced positive health effects such as feelings of 
com petence and improvement in ability to deal more effectively with health 
professionals and health services. While self-help and self-treatment will not and 
should not replace professional services, it is important that Australians with their 
high levels of general education and high standards of living, feel that they are 
capable of dealing with their own problems up to the point where professional
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help becomes necessary. In Trojan’s study the effects of self-help and self­
treatment were improved capabilities in:
- coping with disease
- living skills and social activation
- improving personal relationships
- obtaining specialist knowledge
- representing one's own interests actively
- utilizing professional services purposefully
It seems therefore that self-help groups have an emancipating effect in helping to 
free people from burdens of disease and from taking passive roles in their affairs. 
Other benefits are an increase in knowledge about their circumstances and this 
enables them to deal with other worrying aspects of their lives such as 
unsatisfactory relationships and professional and bureaucratic domination.
The quantitative approach to data collection used in this study involved gaining 
access to structural and organisational characteristics of community pharmacies and 
their product supply networks. The first methodological problem emerged in 
gaining access to this information in such a way as to be able to apply it to the 
spatial framework of the lllawarra area.
The data were supplied by Intercontinental Demical Statistics (Australia) Pty Ltd, a 
member of the Intercontinental Medical Statistics (Australasia) group of companies, 
and relate to the sales through pharmacies only, during the 4th quarter of 1987. 
Data was collected on ten selected "product markets" and according to postcode 
areas or, in the case of areas containing fewer than four pharmacists, aggregations 
of postcode areas necessary to retain commercial confidentiality. The data 
combined some postcodes and therefore required an adjustment of the 
geographic area covered in the maps.
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The value of sales in each of the ten markets was chosen as the indicator of 
people’s w illingness to pay. As a method of scaling or detemining the weight 
people attach to particular preferences, parting with one’s money is regarded by 
Froberg & Kane (1989) as a useful aspect to consider when attempting to study 
people’s attitudes and values.
Because the data relates to the value of sales in each market through pharmacies 
located in postcode or aggregated postcode areas rather than to the value of each 
product market purchased or consumed by individuals and families resident in 
those areas, the values plotted in this study must be recognised as being to 
some extent inflated or deflated by the extent to which residents in any area 
patronise pharm acies in other postcode areas. This is particularly true of 
postcodes such as centra l W ollongong(2500) or Figtree (2525) and 
Corrimal/Bellambi (2518) where there are major regional shopping centres and so 
cater for people outside the surrounding residential areas.
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TABLE 3.14 Pharmaceutical Product Market Categories
Category Product examples and types
Headache and Pain 
Coughs and Colds
Nutrition and Diet 
General Medicines
Foot care 
Skin care
Oral hygiene
Family planning 
First aid
Schedule drugs
B C G )
General analgesics Migraine
Cough mixtures Lozenges and sprays
Cough tablets and capsules Nasal decongestants
Creams, lotions, topical preparations
Anti-obesity (over-the-counter)
Vitamins Tonics
Antacids (tablets and powders)
Anti-asthmatic
Antihelmintics
Stimulants
Salt-substitutes
Anti-arthritic 
Antihypertensives 
Smoking deterrents 
Diuretics
Tinea treatments
Sun block creams 
Acne preparations
Oral antiseptics
Dental prevention preparations
Creams, gels and barriers
Antiseptic liquids and creams 
Lotions
Scholls products 
Sunburn relief
Oral contraceptives
Dressings 
First aid kits
Barbiturates
Antihypertensives
Antidepressives 
Sedatives and hypnotics 
Insulin
Amphetamines 
Vaccines (rubella,
Tranquilizers (diazepam)
Antibacterials
Others
The data was coverted to a ‘use ratio’ or the per capita value of the product market 
in each postcode area as a proportion of the per capita product market for the 
entire region. The total population was used as the base for all calculations and no 
allowance has been made for gender or age except for oral contraceptives. This 
specialised product market was calculated against the population of women of 
child-bearing age. The general nature of the aggregated data on consumption of 
pharmaceutical products prohibited closer examination of age or gender-related 
consumption patterns.
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Further study of such patterns would entail searching out alternative data sources, 
perhaps point-of-sale surveys and including supermarket sales of pharmaceuticals 
such as analgesics. From the correlation matrix below there are some interesting 
but largely unexplainable linkages between, for example, feet care product 
purchases and colds and flu preparations. Predictably, there is a very strong 
correlation between oral contraceptives, skin care and oral hygiene product sales; 
but these are also strongly linked to the purchases of first aid products!
TABLE 3.15 Correlation Matrix for Selected Pharmaceutical Variables 
USE RATIO CATEGORIES
a b c d e f g h i j
(a) ANALGESICS 1 .693 .921 .517 .711 .867 .248 .877 .858 .925
(b) NUTRITION & DIET .693 1 .760 .702 .829 .815 .665 .656 .829 .733
(c) GENERAL MEDICINE .921 .76 1 .584 .855 .853 .390 .853 .882 .873
(d) FOOT CARE .517 .702 .584 1 .521 .532 .718 .354 .542 .517
(e) SKIN CARE .711 .829 .855 .521 1 .830 .409 .798 .916 .678
(f) ORAL HYGIENE .867 .815 .853 .532 .83 1 .195 .860 .943 .912
(g) COLDS & FLU .248 .665 .39 .718 .409 .195 1 .154 .313 .193
(h) CONTRACEPTION .877 .656 .853 .354 .798 .86 .154 1 .903 .837
(i) FIRST AID .858 .829 .882 .542 .916 .943 .313 .903 1 .840
0) SCHEDULE DRUGS .925 .733 .873 .517 .678 .912 .193 .837 .840 1
The use ratios were able to be mapped within the lllawarra spatial matrix and two 
of these are shown overleaf. The coughs and colds preparations (MAP 3.17) 
and general over-the-counter medications (MAP 3.18) indicate the distribution of 
sales. The extent to which these maps demonstrate actual use by the local 
residents is not clear because of the reasons given above.
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Map 3.16 Use ratio - Coughs and Colds Preparations
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Map 3.17 Use ratio - General Medicines (non-prescription)
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Elem ental  category  4:
Effective  system  of health care and  support
Community health is a phenomenon that is lived rather than a result of services 
offered or utilised. Health therefore becomes the focus of health service planning 
and service provision methods and as such, it is important for health managers and 
the community to examine the local health and treatment services in terms of their 
acceptability to the local community and the outcomes of the efforts of these 
services in terms of decreases in community morbidity and mortality. Primary 
health services contribute to the level of general information in the community about 
staying healthy and are also able to carry out health surveillance to detect early any 
signs of serious pathology. These services are currently enjoying increased 
attention from an economic as well as a humanistic perspective related to the 
prevention of pathology and disability and reducing demands placed on 
secondary and tertiary health and treatment services. Dever (1975) recommended 
that analysis of health care services incorporate such elements as service 
accessibility, availability, quality assurance, cost containment and continuity. The 
limitations of this approach are that it focuses entirely on process and cost- 
containment management. While management goals and process efficiency 
remain crucial priorities in health service management in Australia, an examination of 
whether the service achieves health outcomes within the community would 
contribute more to a profile of a community’s health.
Nutbeam (1991) observed that while in Australia indicators of success in health 
management related to resource efficiency, physicians played a gatekeeper role in 
the acute care sector regarding resource use and abuse. Nutbeam recommended 
that all health professions were in a position to implement the primary health care 
principles of the Ottawa Charter and in have a positive impact on community 
health. While this may well be a worthwhile suggestion, health services research 
remains focused on acute hospital services and not on community health status.
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The difficulties associated with measuring health gains or outcomes as a result of 
particular processes emerge when selecting a research methodology that will 
preserve the theoretical and logical elements of the reason for researching the 
question. Research methods are linked with particular methodologies and each 
method is only appropriate for use with certain types of problems. Mismatch of 
research method and problems undermines the validity of the research outcomes. 
Ratcliffe and Gonzalez-del-Valle (1988:370) warn that, “ ...inferential statistical 
methods will provide valid data only when applied to classes of problems where 
inductive methodology is appropriate such as well-structured problems able to be 
empirically tested. Statistical procedures also produce invalid information if  they 
violate the mathematical assumptions on which the method itself is based. ” These 
observations raise certain questions as to the validity of approaches to the study 
of health as well as the health of a community. Substantive problems can occur 
when inferential statistical methods are applied to unstructured phenomena such as 
health or community perception.
It is tempting to researchers to seek quantitative data in order to satisfy powerful 
elements within the scientific community, even where this may be inappropriate. 
To do this, the researcher would have to select and defend an empirical indicator 
that may not actually measure the phenomenon. Ratcliffe and Gonzalez-del-Valle 
(1988:370) further observed that, “ ... if the basic assumptions are invalid then no 
amount of mathematical and statistical treatment will produce valid information ...far 
better an approximate answer to the right question (which is often vague) than an 
exact answer to the wrong question which can always be made precise."
The quality of health services in terms of health results for the clients is not able to 
be measured directly. Considerable effort is given by health service management 
to establish the quality of services through research into such variables as the cost 
of services and the utilisation of particular expertise; however, while these
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variables might be easier to measure, such approaches distort questions about 
service quality and health outcomes, into statements about quantity of health 
services given. In such instances, the problem that prompted the research to 
commence has been redefined to fit the method, which has been chosen to fit with 
empirically evident variables, even though they may contribute little to the solution 
of the original problem.
Any search for definitive proof in the field of health care services depends on the 
methodological paradigm selected. It is also possible that concerted research in 
one area of the complex field of health and service provision may create problems 
for other areas in terms of increased probability of error. The potential for 
researcher bias to distort the overall perception of the phenomenon of health in this 
way cannot be overstated. A forceful presentation of research into problems that 
were easy to solve and of little importance can jeopardise attempts to address 
crucial problems that may be less structured and more difficult to analyse.
4.1 GENERAL MEDICAL PRACTITIONER SERVICES
Health and the lack of health has a subjective and an objective dimension in that 
there may be a discrepancy between medically diagnosed illness and a person’s 
perception of their condition. This subjective aspect is pivotal to the performance 
of one’s social and work roles. People who perceive that they are less well than 
optimum, will be more likely to seek help if help is available and accessible. This 
can be generalised to include communities in that the ability to perceive health and 
ability in a positive sense is directly related to the ability to function successfully. It 
is therefore possible that understanding the reasons people had for seeking 
medical advice and treatment might be an indicator of the perceptions a community 
shared about their health and the seriousness of their condition. It was also realised 
that general medical practitioners accounted for vast sums of public funds received 
in payment for their services and that health outcomes from this investment may
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be an indicator of health service effectiveness.
This interest is far from being novel. Tarlov, Ware, Greenfield, Nelson, Perrin, and 
Zubkoff (1989) designed the medical outcomes study in the United States of 
America to determine whether variations in patient outcomes were explained by 
differences in systems of care, clinician specialty and clinician’s technical and 
interpersonal styles. The other purpose of the study was to develop more 
practical tools for the routine monitoring of patient outcomes in medical practice. The 
value of this approach was that outcomes included clinical end points and physical, 
social and role functioning in the patient’s everyday lives. This outcome-oriented 
longitudinal study also considered patients’ perceptions of their general health and 
well-being and their feelings of satisfaction with treatment received from medical 
practitioners randomly selected from across the United States of America.
Encouraged by this study, an attempt was made to identify the outcomes of 
contact between people and their local general medical practitioners. In formulating 
the approach, advice was sought from academics and medical practitioners and it 
became very apparent that research into the outcomes of medical services was an 
area where nurse researchers were unwelcome. At that time reference was made 
to Fitzgerald (1987) who conducted the General Practice Morbidity Survey in the 
Southern Suburbs Planning Study. This study covered only the Kiama and 
Shellharbour local government areas and involved ten general medical practitioner 
(Patients n=1000) This alternate focus on morbidity research was recommended 
by the medical adviser, for reasons not stated, as the one to employ in this study 
rather than any focus on patient outcomes of medical services. The resulting tool, 
shown below in figure 3 .3 1 , reflected a physiological systems approach but 
included also some routine and non-routine medical interventions. A similar 
instrument was prepared for the collection of information on males.
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Medical practitioners were approached and invited to participate in this survey as 
an aspect of the Healthy Cities lllawarra Program with the data planned for inclusion 
in the Health Atlas project. Participants were requested to enter the age and 
postcode of the patients on the sheets provided and to place a tick in the 
appropriate box next to the service category. The survey ran for seven days over 
the month of June 1988 and was able to be either retrospective or concurrent. At 
the time of the survey there was no indication of reluctance by the local general 
medical practitioners to participate; however the response rate was very poor with 
only four medical practices returning completed forms. The four practices were 
spread across the lllawarra Area and reported on 616 cases (252 males and 363 
females) and despite a low response rate, basic information was gleaned.
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FIGURE 3.31 General Medical Practitioner Survey Instrument.
Illawarra Area 1988
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Routine checkup 
Referral to specialist 
Recent injury
Cardiovascular: 
hypertension 
vascular disease 
cardiac disease
Respiratory:
airways limitation 
acute infection 
chronic infection
Gastrointestinal: 
functional problems 
pathology
Skin:
dermatitis/eczma 
cancer (benign) 
cancer (malignant)
Urinary:
infection
incontinence
Gynaecological: 
papanicolau smear 
fertility problems 
pregnancy 
contraception
Special senses: 
sight 
hearing 
smell/taste 
touch
Mobility:
trauma
arthritis
neuromuscular
Behaviour modification: 
dietary 
social drugs 
stress management
Alternative therapy
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FIGURE 3.32 Reasons for seeking general medical practitioner services 
(n-616)
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Within the major category of respiratory reasons (accounting for 34.09% of the 
total) a further breakdown reveals that acute infection accounted for 27.36% of 
the total visits. That is, 80% of the respiratory category were seeking medical 
help with acute respiratory illness. It is possible that this reflected an influenza 
outbreak during Winter, however it could also indicate the presence of chronic 
rhinitis which is commonly found as a response to air pollution and mimics 
influenza symptoms.
The disappointing response from the general medical practitioners in the 
lllawarra did not overcome the necessity to capture information on medical 
services in this area as a major aspect of the profile of health within the 
community. Medical support for the New Public Health concept in Australia is 
outwardly altruistic however it is also possible that this may mask a 
continuance of the more traditional features of professional control and
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resource dominance. Social organisation and social structures have far greater 
capacity to enhance public health or to threaten it than poor lifestyle options or ill 
health. Therefore this is an important aspect of community health.
In questioning whether real social change can be achieved through consensus, 
medical practitioners have a dubious role as lone agents of public health change. 
Throughout the literature there is a persistent theme of the medical profession 
acting as counter-revolutionaries and even as social oppressors. Baum (1990) 
refers to the feminist theorist claim that the medical profession has reinforced the 
socially inferior position of women and contributed to the social control of women. 
By medicalising the process of childbirth to the extent that this natural event is 
regarded as a medical crisis, women are now able to be defined as sick. There is a 
tendency within the health professions to trivialise evidence about female 
problems and the differences in the needs of women from different ethnic and racial 
backgrounds.
An empathy gap exists between medical practitioners and female patients from 
aboriginal, non-English speaking background and working class status. This is 
referred to as the Inverse Care Law (McKinlay, McKinlay, Jennings and Grant 
1983). This “law” describes the phenomenon of deprived communities appearing 
to suffer the worst health and have less access to health services, and thus, this 
becomes an equity issue under the new public health paradigm. Tudoe and Hart 
(1971) were quoted by Whitehead 91991) as stating that unequal distribution of 
health was an indication that medical services are least available where they are 
most needed. Part of this inequity continues to relate to the spending of large 
amounts of public money on technology that caters to a small segment of the 
population while the remaining population is unable to gain access when in need. 
Whitehead (1991) warns also that where efficiency measures cause shortages, 
there is a danger of a direct increase in inequity. Clearly, an important aspect of
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medical services management is the way in which services are organised and 
made acceptable to the community they are intended to serve. Baum (1990:146) 
predicts that prevention will seem less important where a population has 
been“ ..seduced by the trust in medical cure .”
Dominance by the biomedical, reductionist paradigm; and perhaps also the 
experience of frustration arising from the necessity of working with systematically 
entrenched medical priorities, has led also to a tendency for non-medical 
professions such as nursing and allied health groups to model their practices on 
the medical paradigm. Such a concentration of power over health professionals 
and resources is a matter of concern when considering that resources spent on 
services to help disadvantaged people also benefit professionals, sometimes in 
more ways than the populations they are meant to help.
However, this predilection for self-aggrandisement in the health field is not limited 
to medicine and nursing. The operation of Australian bureaucracies is also a 
possible threat to the effectiveness of health services. Lennie and Owen (1988) 
conclude that even health departments across Australia do not promote health. 
Commenting on the processes of re-organisation of services, he refers to a study 
in Victoria (unreferenced) that also found that the re-organisations generally serve 
the needs of the bureaucrats themselves rather than the needs of the consumers 
of the service. Bryson (1987) is quoted by Baum (1991) as claiming that senior 
bureaucrats are appointed for skills in management and budgeting rather than their 
experience in the field they are administering and their strategies of personal 
survival tend to displace the official purposes of decision-making.
While this may well be part of the reason for reluctance on the part of medical 
practitioners to participate in studies that threaten to make public certain aspects of 
their services, it is a matter of public concern that in the lllawarra Region in one year,
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approximately of fifty-five to sixty-five million dollars in Medicare benefits were 
paid to medical practitioners (Wilson 1993). This level of investment, if justified, 
must lead to substantial benefits to the community in terms of health outcomes.
4.2 ILLAWARRA MEDICAL PRACTICE UNDER MEDICARE
An alternative approach to securing information about medical contributions to 
health was made to the Health Insurance Commission requesting information on 
medical bulk-billing and patient claims made through the universal health insurance 
scheme, Medicare. The Medicare material presented in the Health Atlas of the 
lllawarra showed variations among the postcodes with regard to the extent to 
which general medical practitioners provided services under Medicare during the 
financial year 1986-7. The data categories were aggregated by gender, age and 
postcode and presented cartographically. The data records only the incidence of 
medical services and not the conditions treated. However the availability of data on 
the total population provided other advantages in terms of referral patterns and 
medical service consumption in the various postcodes.
Utilisation of medical services are shown as ratios between actual usage (the actual 
number of medical services provided in that year) and expected usage, where 
the expected number of services used is the number within the population of a 
postcode who would be expected to make contact in the course of the year if its 
use by any particular age-sex group - or all such groups - was the same as that for 
the same group or groups in the regional population as a whole. As an example, if 
the average medical practitioner use rate by males aged 0-4 years in the lllawarra 
was 6.5 services per year, the expected number of services for males of that age 
in a particular postcode would be determined by multiplying the number of males 
0-4 years of age in that postcode by 6.5.
In calculating the age-standardised use ratio, the expected number of services is
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the sum of the expected numbers of services for each of the individual age 
groups. Standardised use ratios can be calculated for the age group, or for males 
and females separately. Interpretation of the ratios is facilitated by considering 
postcode areas with ratios greater than 1.0 as having a higher use rate than that of 
the lllawarra region after taking into account the effects of variations in age. Ratios 
less than 1.0 indicate that the postcode has a lower than regional average level of 
service uptake. For the purposes of identifying the average band of medical 
service users, a mid-range category that falls across the regional average level of 
medical services consumption can be added.
FIGURE 3.33 Consumption of GP Services by age and sex 1986-87 
lllawarra Region (McDonald & Wilson 1991)
O Av # GP Services, Males DAv # GP Services, Female
Interpretation of the findings in terms of higher and lower than regional average use 
ratios would require further, more detailed research into the factors that prompted 
people to seek medical services. The patterns revealed in the Health Atlas did 
tend to follow the patterns of socio-economic disadvantage with high use occurring 
in the more disadvantaged areas, with possible links to bulk-billing on Medicare. 
Variations in service intensity exist also on the basis of gender.
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Studies such as this have implications for health service planning as they highlight 
the social significance of poor health and dependence on medical practitioners. 
Close examination of patterns in the data collected indicated a distinct relationship 
between high usage of medical practitioner services and postcodes where people 
live with socio-economic disadvantage.
In profiling a community’s health it is interesting also to show variations between
postcode areas in the extent to which the aggregate use of medical practitioner
services under Medicare arrangements relate to the patterns of usage by people
at each age group. Indexes based on use ratios, standardised for age, can be
♦
interpreted with less concern for the effect of age composition variability across the 
postcodes. In fact, after age standardising this data, and applying the indexes to 
the spatial matrix of the lllawarra, other patterns emerged in the information. For 
example the highest use ratios seemed to occur in the postcodes with State 
Housing Authority tenancy and this would indicate a likely relationship between 
social and financial disadvantage and patterns of higher local need for medical 
services. The value of this type of measure lies in the comprehensive nature of the 
data base in that all residents of the lllawarra, regardless of where they might be 
when they sought medical treatment, would be recorded in the Medicare database 
according to the postcode of their residence. This provides a reliable profile of the 
health of the community in terms of their perceived need to seek medical advice or 
treatment at the primary care service level.
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FIGURE 3.34 Levels of health care services and types of professionals 
involved. (Spradley 1985)
LEVEL CLIENT CONDITION
eg.
Primary
Care
Walking sick 
worried well 
eg. stable chronic 
illnesses; 
well persons.
TREATMENT SITES PROFESSIONALS
INVOLVED
Community centre 
Nurse practice 
Client's home 
Wellness clinics 
Medical practice 
Family health centres
Community health 
nurses
Nurse practitioners 
Family medical 
practitioners 
Women's health nurses
Secondary
Care
Tertiary
Care
Acute illness 
Chronic illness 
eg. unstable diabetes; 
minor surgery.
Serious acute 
illness; life- 
threatening illness 
eg. Myo.infarct;
End-stage renal 
disease.
Community hospital 
Client's home 
Day hospital
Teaching hospitals 
Highly specialised 
clinics
Nurse specialists 
Nurse practitioners 
Medical specialists 
Allied health 
practitioners
Clinical specialists: 
Nursing and Medical
Secondary care is oriented toward clients with more severe acute illnesses or 
chronic illnesses that are exacerbated for some reason. Clients in this group are 
usually referred by a primary care worker although some are self-referred. This 
level of care is usually the province of medical or nurse practitioners involved with 
community hospitals.
Tertiary care is the most complex level of care where the client’s illness may be 
life-threatening. The care usually takes place in large teaching hospitals or regional 
hospitals as part of area health services. All of the health professionals employed 
in these hospitals are highly specialised in the delivery of treatment and care. 
These levels of health service provide delivery of treatment and care and are 
integral to a health system profile .
204
Section Three -  Technical Considerations
4.3 ILLAWARRA AREA HEALTH HOSPITAL SERVICES
Hospital service utilisation is directly linked with medical referral for admission and 
this arises from decisions taken by members of the community to seek advice and 
treatment from physicians. Requests for health services made by citizens the 
perception of actual or potential illness has been identified, provides a quantitative 
base to which people can add their qualitative experiences. In the same way as 
the population census provides a basis for triangulating information about particular 
postcodes, the quantitative data collected by the health services also provides a 
backdrop for community health assessment.
Research approaches commonly used in predicting the utilisation of ambulatory 
and inpatient health services are based on the International Classification of 
Diseases, 9th Revision, Clinical Modification (ICD9-CM) (White 1978). ICD9- 
CM codes are clustered into diagnostic groups validated by expert consultants in 
terms of measuring dimensions of persistence or recurrence and intensity of 
service utilisation overtim e. Weiner, Starfield, Steinwacks, and Mumford (1991) 
believe that the system generally does not adequately address the coding needs 
of primary care in that it does not allow for recording of complaints, symptoms and 
non-illness related services given. Even so, this system provides a basis for 
multivariate analyses of independent variables such as
1. age x sex
2. Age x sex x presence or absence of the ICD9-CM
3. Age x sex x number of different clustered Diagnosis 
Related Groups (DRGs)
4. Age x sex x presence or absence of the Clustered DRGs
5. Clustered DRG categories - frequencies
It is also possible through regression analysis to establish a measure of the burden 
placed on the community and health services by people with poor health, by
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assessing relationships between independent variables and dependent variables 
such as:
1. number of visits per year
2. number of visits to specialists per year
3. Ancillary services associated with visits
4. total charges for the services
In this type of data there is a danger of unwarranted ascription of meanings to the 
findings. Ratcliffe and Gonzalez-del-Valle (1988) warn that meanings vary on a 
continuum ranging from context-free to context-specific. In this instance the 
objective data within the ICD9-CM codes cannot be assumed to be self­
explanatory. It is therefore necessary to present the data as descriptive of 
relationships rather than inferring causal relationships.
The potential consequences of presenting wrong data in this type of study are 
minimised by the checks and balances that would automatically occur if health 
planners and service providers decided to act on any of the findings here. Before 
any further resource allocation could be made, the situation would have to be 
investigated further and more detailed research made of the area. The research 
presented here is an initial overview of community health patterns that could 
stimulate further study. As such, it provides a valid first stage in the process.
Access to the in-patient census data for the lllawarra Area Health Service required 
the usual approaches in terms of authorisation and ethics approval. Retrospective 
data to match the most recent census period was chosen and this also overcame 
problems of incomplete computer records of discharges up to four months prior to 
the requested data. Computerised IAHS data was able to be specified without 
patient and medical practitioner names thereby guaranteeing confidentiality. Typical 
case entries appeared as shown in figure 3.35.
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FIGURE 3.35 Inpatient Census format
Discharge
date
Post
code
Sex Age Length 
of Stay
Country 
of birth
Language 
spoken 
at home
Referral
to:-
Insurance 
& Financial 
status
E-Code
Disease Codes 
Procedure Code
3 / 7 / 8 7 2033 M 67 22 1 1 99 4 2 (E) 812
(P)79.15, 78.65, 93.53, 
25.51
9 / 7 / 8 7 2500 F 34 4 01 99 7 2 (E) 825.1
(D)805.2,805.4, 807.01, 
860.0 
(P) 34.04
23/9/87 2502 M 59 7 01 1 0 4 1 (E)
(D) 519.8, 786.5 
(P) 44.14, 44.13
The raw data this survey were derived from a three month total listing of every 
individual discharge, together with information on the patient's age, sex, postcode 
of residence, duration of stay and procedures performed during the stay. In all 
there were 8908 discharges listed during the three month period from July 1987 - 
September 1987 (inclusive). Such data is available for the purposes of monitoring 
service efficiency and resource use in the organisation. It is also made available 
under authorisation for the purposes of research such as this. All public hospitals 
keep such records and report on their activities to the state health departments as 
required. Further data processing was accomplished with the assistance of a 
National Health & Medical Research Committee grant of five thousand dollars. The 
IAHS inpatient census data was entered and, using SPSSX, the ICD9-CM codes 
were cross-tabulated with postcode, gender and age variables. Utilisation rates 
and contextually relevant descriptive indices were then able to be calculated, 
primarily fo r the purposes of mapping those characteristics demonstrating 
variability in a geographic spatial presentation. It is important to note that the data 
collected on the 8908 discharges from the lllawarra Area Health Service also 
contained 370 patients (4% of the total) whose residences fell outside the survey 
catchment area leaving 8538 or 96% of the patients relevant to the profile.
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Hospital utilisation
From the inpatient data base a regional matrix was constructed to show the 
distribution of separations by age and duration of stay for male and female 
patients. It was possible then to calculate the number of bed days occupied per 
thousand individuals of each age group compared to all members of the same age 
in the regional population. This schedule of use ratios was then applied to the 
population of each postcode area according to age and gender. The expected 
number of bed days was calculated for the various age/gender groups and the 
total for all groups was compared to the actual number of bed days used by the 
residents of each postcode. A ratio was constructed to show the extent to which 
people in the postcode exceeded or used less than the level that could be 
expected. Expected rate was based on the use that would occur if the postcode 
residents used hospital beds at the same rate as the regional population.
Overall use ratios are useful in identifying unusually high or low usage within any 
particular postcode. Once this has been established, further detailed research 
would need to be done to determine the causal factors involved in this pattern of 
usage of the public hospital services w ithin the W ollongong, Kiama and 
Shellharbour areas. It is necessary to mention that there are several large private 
hospitals in the region and patients attending these hospitals have not been 
included in this study due to constraints on time and access to comparable data. It 
is also worthwhile mentioning lllawarra’s proximity to the Sydney metropolitan 
hospitals and it is entirely possible that some lllawarra residents may have chosen 
to travel to the larger centres for diagnosis and treatment.
The process of standardisation of public hospital bed use ratios for age removes 
the effects of population imbalance such as the increased number of elderly 
women, on the use ratio. If either men or women use private hospital services or 
travel to Sydney hospitals for their health services, then this too would affect the
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use ratios. In compiling the data for use in the Health Atlas the patterns of use 
were that the highest use ratios occurred in areas that throughout the Atlas could be 
classed as being seriously disadvantaged. Low use ratios found in the more 
affluent areas could indicate a healthier community among the affluent, or it might be 
that these people can afford to take out private insurance and/or avail themselves 
of private health services not included in this study.
4.4 Case-mix of the local area hospital services
Medically diagnosed disease or disability has been the traditional benchmark for 
determining health. On an individual basis, the existence of morbidity is regarded 
as a significant hindrance to health and this approach to defining health has 
considerable support within the general population and among some professional 
groups. The difficulties of measuring positive health are summarily dismissed by 
Christie, Gordon and Heller (1990) who recommend the focus be shifted to ways 
of measuring illness despite the faults of the existing instruments for doing so. 
International comparisons are able to be made between Australia and other similar 
cultures to determine whether Australia is indeed ‘healthy’ or not. The measures 
recommended are age-specific death rates; regional cancer mortality and 
morbidity; hospital discharge diagnoses and a register of infectious diseases. 
While there are several philosophical problems immediately apparent in this focus 
on the absence of health in the name of measuring health, the information 
recommended is a worthwhile contribution to a community health profile, if only to 
provide the negative aspect of a balanced profile. Of the aspects mentioned 
above, ‘hospital discharge diagnosis’ was chosen to provide a sample of 
morbidity data in terms of community experience of various disease states. This 
was combined with concurrent data on causes of injury and medical procedures 
performed on the same population sample. Analysis of this information provided a 
further element of the health profile of the lllawarra region.
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In considering a community’s health, it is desirable that some conclusion be reached 
regarding the efficacy of medical and hospital services in terms of maintenance and 
improvem ent of health, as well as the prevention and treatment of disease. 
Rutstein (1987) suggests that medical criteria for monitoring the progress or failure 
of health services should include whether the services are relevant to the 
com m unity being served; if medical practice is based on up-to-date 
epidem iological and clinical scientific knowledge about health and health- 
breakdown; an immediate alerting mechanism to detect undesirable health events; 
and to produce useful data to define health deficiencies at individual, group and 
population levels. This aspect of medical surveillance has not been covered in any 
depth here. However, such data on medical approaches to diagnosis and 
treatment would contribute significantly to health profiling if the health or illness focus 
was more narrowly defined than in this present study.
Extensive and large scale studies of the use of hospitals and types of morbidity 
and medical services delivered, are regularly published in reports from the various 
state and federal governments. Targan (1994) in an overview of the aggregated 
health of Australians recommends a sharpening of national focus on disease- 
specific groups such as cardiovascular disease; injury; cancer and mental health. 
Emphasis is placed on hospital utilisation rates and morbidity as a means of 
monitoring better health outcomes. While these national perspectives deal only 
with aggregated information some of the suggested indicators have been included 
here as part of the lllawarra community health profile.
External Cause of Injury
The International Classification of Diseases (ICD9-CM) includes a section on 
classification of external causes of injury and poisoning. The ability of the 
community to effectively and safely negotiate with the environment, other people 
and to deal with adverse events is a valuable indicator of health in terms of
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community competence. Smith, Lewis, Colwell and Sniezek (1990) evaluated 
the ICD9-CM codes for external cause of injury and poisonings (E-codes) and 
found that in 25% of cases codes were given as unknown or unspecified causes. 
They believed that if used well, these codes could provide a valuable, cost- 
effective method of quantifying and characterising severe, nonfatal injuries and 
enabling measures to be taken that could reduce the incidences of such injuries. 
The coding approaches used in the IAHS data seem to be far more discerning 
and meticulous than that described above and are able to support community 
profiling in the lllawarra.
The data collected during a three month period of patients from the local area 
attending the public hospital services showed an aggregated picture of a 
community with a tendency to have motor vehicle accidents, injuries from other 
activities including falls, sport and activities of daily living. From the sample 87% of 
the adverse reactions to medical treatment arose from surgery; and in the category 
of self-inflicted injury almost 93% were related to the taking of drugs or medicines. 
There was an even distribution of all injuries across the lllawarra postcodes and no 
particularly useful spatial pattern was found in the data. Despite this, the impact on 
the community as a whole of many of these injuries, for example the 20 air rifle 
accidents, is able to be gauged generally in that a community education effort may 
be justified regarding the safe use and management of such weapons.
The value of this type of community information lies in the possibility of comparing 
one community’s incidence of health problems with those of other communities. 
Alternatively, the incidence of injury could be manipulated to show age-specific 
predisposition to the various types of injury in the local community. In this thesis, 
the further opportunity to examine causes of injury was not taken as the data 
referred only to the users of the public hospital system in the lllawarra and would 
not support interpretations as to causal links between age, gender or location.
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Insofar as this aspect of the IAHS data is relevant to the clients of the public 
system , it provides a contextually interesting basis for considering the 
demographic profile of those people who used the public health system during 
the three month survey period July to September 1987 (inclusive).
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Tab le  3.16 Summary of External Causes of Injury (E-Codes) for clients of 
the lllawarra Area Health Service (IAHS) discharged during the 
three month survey period
E-CODES CATEGORY MALES FEMALE gender
unknown
TOTAL
E800-807 Railway accidents 1 1
E810-829 Motor Vehicle accidents 80 42 27 149
E850-858 Accidental poisoning by 
drugs & medical substances
8 8 1 17
E860-869 Accidental poisonings by other 
solid, liquid, gas substances
1 0 2 3
E870-876 Misadventure to patients during 
surgical and medical care
1 4 0 5
E878-879 Unexpected abnormal reaction 
or later complications of surgical 
or medical procedures
34 48 3 
(74 resulted from surgery)
85
E880-888 Accidental falls 42 41 14 97
E890-899 Accidents caused by fire & flames 1 1
E900-909 Accidents due to natural and 
environmental factors
0 8 0 8
E910-915 Accidents caused by submersion, 
suffocation and foreign bodies
1 0 0 1
E916-928 Other accidents
(including falling objects, sports, 
crowds, firearms, fireworks, 
electricity, radiation, noise)
91 17 10 
(20 resulted from air rifles) 
(16 resulted from sport)
118
E929 Late effects of accidental injury 0 0 12 12
E930-949 Drugs, medicinal and biological 
substances causing adverse effects 
during therapeutic use
21 12 0 33
E950-959 Suicide and self-inflicted injury 21 18 3
(39 used poisons and drugs)
42
E960-969 Homicide and injury purposely 
inflicted by other persons
15 4 4 23
E980-989 Injury undetermined whether 
accidental or purposely inflicted 1 1 1 3
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FIGURE 3 .3 6  E x te rn a l c a u s e s  o f  in ju ry  in c l ie n ts  d is c h a rg e d  f ro m  IAHS d u rin g
3 m o n th  s u rv e y  p e r io d
I n j  u ry 
aris ing  
f r o m  :
Doubtful intention 
Other-inflicted harm 
Self-inflicted harm 
Prescribed medicines 
Late effect (accidents) 
Other Accidents 
Suffocation | 
Nature/environment § 
Fire or flames 1 
Accidental falls 
Medical complications 
Medical treatment 
Poisons 
Motor vehicles 
Railways |[
0
' - ,
50 100 150
lllaw arra and Hunter regional com parisons
For some of the hospital data, a comparable set of figures was collected from 
the Hunter Area Health Service. This geographic area was of some interest in 
that it is beset with similar socioeconomic difficulties in terms of employment 
and industry. It is also similar in its locational proximity to the Sydney 
metropolitan area and the East coast. The major difference between these two 
health areas lies in the number of discharges during that period. The Hunter 
region discharged a total of 17336 cases compared to the lllawarra’s 8908. 
There was also no breakdown of patients in the Hunter according to residence 
postcodes. Even so, on an aggregate basis and by calculating proportions of 
cases with ICD9-CM codes some small level of age-related comparison was 
ava ilab le .
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Table 3.17 Causes of injury lllawarra and Hunter area age comparisons over 
3 month survey period.
EXTERNAL CAUSE OF INJURY CATEGORY: 
Motor vehicle 
Accidents
AGE GROUP: lllawarra Hunter
Adverse reaction 
to medical treatment
lllawarra Hunter
Other accidents
lllawarra Hunter
0-4 3 4 3 6 12 31
5-9 1 8 - 2 4 18
10-14 3 17 2 1 8 25
15-19 21 74 5 5 7 45
20-24 19 48 3 7 20 40
25-34 13 53 9 30 25 71
3544 8 29 16 12 8 35
45-54 12 16 15 21 8 20
55-64 3 11 10 44 6 14
65-74 5 10 8 45 10 21
75+ 8 6 11 30 - 14
Unknown 27 — 3 — 10 —
123 276 85 203 118 334
%  of total: 1.38 1.59 0.95 1.17 1.33 1.93
Table 3.18 Diagnoses categories (1) lllawarra and Hunter area age 
comparisons. 3 month survey period.
DIAGNOSIS CATEGORY:
AGE GROUP:
Neoplasms (140-239) 
lllawarra Hunter
Circu lation (390-459) 
lllawarra Hunter
Digestion(520-579)
lllawarra Hunter
0 4 13 30 13 25 179 662
5-9 8 7 2 6 164 168
10-14 17 15 6 8 75 171
15-19 10 40 8 12 76 252
20-24 6 36 14 25 92 282
25-34 32 137 47 124 234 520
3544 38 252 135 274 250 617
45-54 118 254 363 427 323 636
55-64 179 473 624 1038 405 1041
65-74 178 571 1041 1818 555 1061
75+ 159 460 839 1628 378 957
Unknown 39 . . . . ______ — —
—
797 2276 3092 5385 2731 6367
% of total: 8.95 13.13 34.71 31.06 30.66 36.73
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Table 3.19 Diagnoses categories (2) lllawarra and Hunter area
age comparisons. 3 month survey period.
DIAGNOSIS CATEGORY:
AGE GROUP:
Obstetric Injury
(630-676)
lllawarra Hunter
Poison
(800-999)
lllawarra H unter
Muscle/Bones
(710-739)
lllawarra
Hunter
0-4 . 2 68 144 4 9
5-9 - - 54 113 5 13
10-14 1 - 64 163 6 45
15-19 156 256 106 334 8 79
20-24 576 934 104 297 15 120
25-34 1217 1979 156 482 23 287
35-44 128 188 85 326 33 329
45-54 - 3 88 184 54 271
55-64 - 1 73 233 99 377
65-74 - - 112 219 95 400
75+ - 6 105 283 105 461
Unknown 101 — 2625 — 33 —
21783369 3640 2778 480 2391
% of total: 24.45 19.43 40.86 16.02 5.39 13.79
Table 3.20 Medical Procedures categories, lllawarra and Hunter area age 
comparisons.3 month survey period.
MEDICAL PROCEDURE CATEGORY:
AGE GROUP:
Ear, nose & throat
lllawarra Hunter
Cardiovascular
lllawarra Hunter
Gastro-intestinal
lllawarra Hunter
0-4 105 9 - - 14 163
5-9 145 3 - 2 10 98
10-14 36 3 1 3 41 78
15-19 41 7 1 5 46 117
20-24 31 14 41 11 72 105
25-34 34 30 60 20 157 217
35-44 27 20 56 23 178 177
45-54 17 12 229 27 159 150
55-64 28 7 117 87 205 297
65-74 23 17 106 126 191 340
75+ 2 12 1 109 98 296
Unknown 221 . . . . 232 — 84 —
710 134 844 413 1255 2047
% of total: 7.97 0.77 9.47 2.38 14.09 11.81
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By comparing basic indicators arising from case-mix it becomes more easy to 
identify hospital service aspects that deserve further study. It is possible that 
differences in proportions of cases in various categories could be explained 
through patterns of referral and transfer of patients, in that not all patients within a 
category are treated at the local public hospitals. Nevertheless, the tables above 
offer an overview of morbidity comparisons between the two cities, the causes of 
injury and the procedures used in their treatment.
The nature of the information provided by each hospital was similar except for the 
more detailed information given by the lllawarra Area Health Service regarding 
postcode of patients. This restricted some of the possibilities in data comparison 
and thus it was necessary to present the information in aggregate form as a 1:100 
index. For the purposes of community health profiling there was no need to draw 
comparisons with the Hunter Region but in aggregate terms and considering the 
similarities in demographics, it provides an interesting starting point should further 
comparisons become desirable.
4.5 D e m o g r a p h ic  p r o f il e  o f  iAHS c l ie n t e l e
AGE OF CLIENTS
Table  3.21 Age distribution of clients discharged from the lllawarra Area Health 
Service during the three month survey period
AGE MALES
0-4 9250
5-9 8713
10-14 9698
15-19 9473
20-24 9613
25-34 16945
35-44 15523
45-54 13550
55-64 11356
65-74 6405
75+ 2704
Totals 113230
FEMALES TOTAL
8925 18175
8231 16944
9352 19050
9108 18581
8856 18469
16486 32431
15195 30718
12939 26489
10916 22272
7517 13922
4482 7186
112007 224237
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FIGURE 3.37 Age groups x gender of clients discharged from the lllawarra
Area Health Service during 3 month survey period
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ETHNIC ORIGINS OF CLIENTS
Country of Birth of clients discharged from the IAHS during survey period fell 
into three major frequency categories. (Significance = 0.7+%)
Ta b l e  3.22 Ethnic origins of lllawarra Area Health Service Clients
CATEGORY 1 % c a t e g o r y  2 % CATEGORY 3 %
A u s t ra l ia 7 2 . 5 0 S p a i n . 9 7 P o r t u g a l . 6 5
Uni ted  K i n g d o m 1 0 . 0 6 G e r m a n y . 9 4 G r e e c e . 6 0
Y u g o s l a v i a 3 . 8 3 N e t h e r l a n d s . 8 5 P o l a n d . 5 7
Italy 2 . 0 2 N e w  Z e a l a n d . 7 0 T u r k e y . 5 5
4.6 Di s c h a r g e  p a t t e r n s OF THE I A H S
Ta b l e  3.23 Client referral on discharge - lllawarra Area Health Service
REFERRED TO: CLIENTS % DISCHARGES
I AHS O u t p a t i e n t s  
D e p a r t m e n t 4 5 3 5 . 3 0
I A H S  C o m m u n i t y  
H ea l t h  C e n t r e s 4 9 4 5 . 7 8
District Nurse 1 0 0 . 1 2
G e n e r a l  M ed ic a l  
P r a c t i t i o n e r 5 2 2 8 6 1 . 2 1
Nurs i ng  H o m e 2 3 0 . 2 7
O t h e r 6 0 0 . 7 0
Not  referred 1 1 7 4 1 3 . 7 5
Not  known 1 0 9 9 1 2 . 8 7
Total 8 5 4 1 100 . 00
2 1 8
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Ta b l e  3.24 Insurance status and financial class of clients discharged 
from IAHS during survey period.
F I N A N C I A L  C L A S S C L I E N T S % T O T A L
M e d i c a r e 3 1 9 0 3 7 . 3 0
Pr ivate  I n sur ance 2 1 8 6 2 5 . 6 0
W o r k c o v e r 1 2 1 1 . 4 8
3rd Party (GIO) 6 4 0 . 7 5
V e t e r a n ’s Affairs 1 9 9 2 . 3 3
Nursing H o m e  type 2 4 0 . 2 8
Babies - M edi car e 8 2 9 9 . 7 1
Babies - Private Ins. 3 8 0 . 4 4
Day Only - Medicare 1 0 5 4 1 2 . 3 4
Day Only - Private Ins. 8 2 3 9 . 6 3
O t h e r 1 2 0 . 1 4
Total 8 5 4 1 1 0 0 . 0 0
FIGURE 3.38 Postcode distribution of clients discharged 
from IAHS during survey period
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Table 3.25 Postcode clients discharged from the IAHS during survey period.
POSTCODE S uburbs  d isc ha r g es %  DISCHARC
2500 Wollongong 1192 13.96
2501 Cringila 150 1.76
2502 Warrawong 376 4.44
2503 Windang 78 0.91
2504 Primbee 55 0.64
2505 Port Kembla 235 2.75
2506 Berkeley 371 4.35
2508 Helensburg/Coalcliff 65 0.76
2509 to ll Stanwell/Scarborough 19 0.21
2512 Wombarra 25 0.29
2513 Coledale 29 0.34
2514 Austinmere 45 0.53
2515 Thirroul 242 2.83
2516 Bull! 203 2.38
2517 Woonona 354 4.15
2518 Bellambi/Corrimal 783 9.17
2519 Fairy Meadow/Balgownie 439 5.14
2525 Figtree 242 2.83
2526 Unanderra 399 4.67
2527 Albion Park 460 5.39
2528 Warilla 1041 12.19
2529 Shellharbour 367 4.30
2530 Dapto 805 9.43
2531 Dunmore 2 0.02
2532 Minamurra 26 0.30
2533 Klama 415 4.86
2534 Gerringong 108 1.26
2535 Nowra 12 0.14
Totals 8538 100.00
4.7 ICD9-CM CLASSIFICATION OF DISEASES
This W orld Health Organisation initiative is designed for the classification of 
morbidity and mortality information for the purposes of indexing hospital records of 
diseases and procedures. It is a useful tool for medical care review, care and 
treatment program review and a source of basic health data. The categories of data 
codes reflect the biomedical framework and within each of the codes there are 
detailed subgroups allowing for clear and precise records of the patient’s disease 
state and the medical procedures performed. Currently there is a 10th revision 
underway and it will include input from other people servicing the health needs of
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the w orld ’s population. For example, nursing diagnosis linked to the medical 
classification of the patient will become part of the coded data.
The process of classifying patients according to their medical diagnoses or needs 
for treatment has been described by McKenzie (1991) as falling into three major 
reimbursement-related steps:
1. assessing patients along specified dimensions
2. selecting, combining or weighting assessment data
3. combining or weighing summary item responses according to the criteria for 
patient classification.
It is apparent from this process that the major emphasis of systems such as the 
ICD9-CM is on standardising patient experiences of health care systems to assist 
in the establishment of a statistical database to support medical practice and the 
resource usage associated with it. (See Table 3.26 overleaf and Figure 3.39 
following)
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Tab le  3.26 Summary of combined ICD9-CM discharge codes showing up to 
the fourth diagnosis. IAHS discharges during survey period.
ICD9-CM CATEGORY PRIMARY SECONDARY TERTIARY SUBSEQUENT TOTAL
CODES DIAGNOSIS DIAGNOSIS DIAGNOSIS DIAGNOSIS FOR
CATEGORY
001-139 Infec tio ns  &
PARASITES
1705 222 120 84 2131
140-238 N eo plasm s 517 236 87 26 866
240-289 METABOLIC &
Blood
161 266 230 107 764
290-319 M ental
DISORDERS
177 128 58 31 394
320-389 N er vo u s  system 226 152 89 58 525
390-459 C irculatory
s y s t e m
819 1027 744 496 3086
460-519 R espir a to r y
s y s t e m
609 397 207 104 1317
520-579 D ig estive  system 922 339 158 69 1488
580-599 URINARY SYSTEM 121 396 157 43 717
600-608 REPRODUCTIVE
MALE
84 19 6 9 118
610-611 Breast 36 9 3 0 48
614-629 REPRODUCTIVE
FEMALE
310 142 47 9 508
630-676 O bstetric
COMPLICATIONS
1243 518 232 90 2083
680-709 S kin  d iso r d ers 163 71 24 18 276
710-739 M usculo -skeletal
DISORDERS
212 104 77 64 457
740-759 C ongenital
DISORDERS
94 179 28 12 313
760-779 P erinatal
PROBLEMS
227 123 33 11 394
780-799 Ill-defined
CONDITIONS
317 121 49 24 511
800-999 In ju r ies  and  
poisoning
597 213 138 70 1018
T o ta l  D ia g n o s e s : 8540 4662 2487 1325 17014
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FIGURE 3.39 Total discharge categories showing up to  4th level o f diagnosis 
fo r clients in IAHS during 3 month survey period..
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Each of these diagnostic categories can be examined in greater contextual 
detail when allocated to a spatial matrix. The lllawarra postcodes for each of 
the cases diagnosed can facilitate this process. Whether for mapping or for
tables, the data are made more accessible if presented in terms that are 
relevant to the population of the postcodes. Therefore the data in this survey 
were manipulated to allow for the total age-related diagnostic group within the 
postcode to be calculated as a percentage of the actual people discharged 
who were from that age group and from that postcode. This is shown in Table 
3.27 overleaf:
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Ta b le  3.27 Gastrointestinal diagnoses per 100 people in age-related groups 
discharged from IAHS during 3 month survey period.
POSTCODE SUBURBS %
0-9
2500 Wollongong .50
2501 Cringila 2.00
2502 Warrawong .27
2503 Windang
2504 Primbee
2505 Port Kembla
2506 Berkeley 1.08
2508 Helensburg, Coalcliff 1.54
2509 Stanwell Park
2511 Scarborough 25.00
2512-14 Wombarra, Coledale 
Austinmere
2515 Thirroul 1.65
2516 Bulli .49
2517 Woonona .85
2518 Bellambi
Corrimal
.89
2519 Fairy Meadow 
Balgownie
1.82
2525 Figtree 1.24
2526 Unanderra 1.00
2527 Albion Park .43
2528 Warilla .58
2529 Shellharbour .54
2530 Dapto .50
2531-32 Dunmore, Minamurra
2533 Kiama .96
2534 Gerringong .93
NOTE: * Multiple gastrointestinal diagnoses
% % % %
10-19 20-44 45-64 65+
.34 1.51 5.03 7.97
1.33 2.00 8.67 2.00
.80 3.72 5.59 5.32
5.13 2.56 7.69 8.97
3.64 3.64 12.73 3.64
1.70 7.66 6.38
.27 3.23 6.20 2.16
4.62 3.08 6.15 7.69
6.67
25.00 125.00* 50.00
2.89 1.24 13.64 11.57
.49 5.91 6.90
1.13 3.67 5.37 7.34
.51 2.55 7.41 5.36
1.59 2.28 7.06 7.52
1.24 2.48 4.96 3.72
1.00 2.26 4.26 6.02
1.52 1.52 3.04 2.17
.67 2.59 8.26 2.88
4.90 3.00 7.08
1.24 2.36 6.09 2.36
50.00
.24 1.20 7.23
19.44
8.43
22.22
some patients
4.8 MEDICAL PROCEDURES PERFORMED AT THE IAHS
There is a growing concern in Australia and internationally about achieving access to 
relevant and efficient health care. The World Health Organisation classification of 
medical procedures helps in the development of indicators of people s health 
needs and resources needed to serve them. Diagnosis Related Groups (DRGs) 
is the basis for prospective payment in America and this system of patient and 
resource classification is rapidly being introduced in Australia, although as yet it is 
not so linked to funding as in America. The central categories are related to medical
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procedures inc lud ing surgery, and assum ptions m ust be made as to the 
subsequent input of nursing, allied health and other services involved in the 
diagnosis, care and treatment of the patient.
Ta b le  3.28 Summary of all ICD9-CM procedure codes showing up to four 
medical procedures per case in 8903 discharges.
ICD9-CM CATEGORY P r o c e d u r e P r o c e d u r e P r o c e d u r e P r o c e d u r e TOTAL
CODES O n e Two T h r e e Fo u r  fo r
CATEGORY
01 - 05 NERVOUS SYSTEM 
OPERATIONS
95 47 43 12 197
08 - 16 EYE OPERATIONS 31 17 4 1 53
18 - 29 EAR, NOSE &  
THROAT OPERATIONS
432 153 99 26 710
30-34 RESPIRATORY SYSTEM 
OPERATIONS
191 44 12 2 249
35 - 39 CARDIOVASCULAR
OPERATIONS
705 78 49 12 844
42 - 54 DIGESTIVE SYSTEM 
OPERATIONS
861 298 69 27 1255
55 - 59 URINARY SYSTEM OPS 87 57 17 6 167
60-64 MALE GENITAL OPS 108 13 6 1 128
65 - 71 FEMALE GENITAL 
OPERATIONS
497 213 75 17 802
72-75 OBSTETRICAL 744 
o p e r a t io n s  ( p e r  867 b ir th s )
344 86 15 1189
76-84 BONES, JOINTS &  
MUSCLE OPERATIONS
456 106 26 7 595
85 - 86 S k in  &  b r e a s t  o p s 363 98 22 10 493
87 - 99 DIAGNOSTIC &  NON- 127 75 31 9 242
SURGICAL PROCEDURES
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FIGURE 3.40 Medical procedures (up to 4 per case) performed for 
clients of the IAHS during 3 month survey period.
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In aggregate terms the four major groupings of procedures relate to 
gastrointestinal problems, childbirth, cardiovascular problems and women’s 
reproductive functions. The next major grouping relates to ear, nose and
throat procedures. At the very least it is interesting to note the extent to which 
women as a lone group undergo medical procedures for obstetrics and 
genital operations, and this is an area that could bear closer research to 
discover the reasons for such an intensive need for medical intervention exists 
among women of the lllawarra.
A further breakdown of any of these categories shows the extent to which 
clients of the health care system might either exercise some choice or be in 
need of medical intervention. Childbirth is a prime indicator of the extent to 
which parents (and women in particular) have input into the mode of childbirth 
they prefer. Where their preference is not able to be satisfied, one assumes 
that the process of bearing a child has become so complicated as to warrant 
medical and surgical assistance.
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T a b l e  3.29 Summary of obstetrical procedures used in the delivery of 867 
babies (132 normal deliveries ) IAHS. 3 month survey period
OBSTETRIC PROCEDURE PROCEDURE PROCEDURE PROCEDURE
PROCEDURES ONE TWO T h r e e Fo u r T o t .
FORCEPS DELIVERY 60 22 3 85
CAESAREAN SECTION 125 - - _ 125
SURGICAL INDUCTION 114 228 37 5 384
MEDICAL INDUCTION 45 39 10 - 94
REPAIR OF OBSTETRIC 173 
LACERATION OF THE UTERUS
32 3 - 208
EPISIOTOMY 10 - - - 10
MANUAL REMOVAL OF 
RETAINED PLACENTA
- 6 - - 6
OTHER (NOT DETAILED) 217 17 33 10 277
TOTAL 744 344 86 15 1189
In the above table the procedures relate to 735 confinements. Of this group there 
were 142 instances of obstetric damage caused to women’s uteri and 214 
complications arising during labour and delivery. Further study is warranted to 
identify the ages of lllawarra women having most difficulty and the reasons for their 
need for medical intervention in what is actually a normal function for women. If there 
is a link between socio-economic disadvantage and complicated confinement this 
would be an indicator of need for community-based education and prenatal care 
and support. If there is no such link, then an examination of medical/obstetric 
decision-making processes might reveal patterns in childbirth management that 
rationalise the extent to which medical intervention is practised.
It is also interesting to note the procedures used in treating ear, nose and throat 
conditions in that many of these are performed on children and as such are an 
indicator of parental concern and willingness to seek medical/surgical assistance. 
The assumption in the following table is that all of the procedures were indeed 
justified in terms of necessity for ongoing health and well-being.
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Ta b le  3.30 Summary of ear, nose and throat procedures used at the IAHS 
during the 3 month survey period
EAR, NOSE & THROAT PROCEDURE PROCEDURE PROCEDURE PROCEDURE TOTAL FOR
OPERATIONS ONE TWO THREE FOUR CATEGORY
EAR:
MIDDLE EAR OPERATIONS 25 - - _ 25
MYRINGOTOMY 56 60 6 - 122
OTHER EAR OPERATIONS - 15 - - 15
NOSE:
NOSE RECONSTRUCTIONS 70 - - - 70
TURBINECTOMY - 74 33 2 109
NASAL LAVAGE - 18 38 12 68
OTHER NOSE OPERATIONS - 6 - - 6
MOUTH & THROAT:
TONSILS & ADENOIDS 133 - - - 133
REMOVAL OF TEETH 35 - - - 35
PHARYNX OPERATIONS 11 - - - 11
OTHER MOUTH OPERATIONS - 11 - - 11
W hile it is important that health care systems become re-oriented towards 
outcomes rather than processes, it is important also to determine the extent to 
which health services are being utilised and by whom. Montoya-Aguilar (1987) 
recommended that essential aspects of health care service should be evaluated in 
terms of appropriate provision and management of services and include:
1. the coverage of the system in terms of utilisation of the services by those 
who would benefit from it;
2. changes in health status or achievement of organisational goals that can be 
attributed to the services provided;
3. the efficiency of the system in serving the community without waste; and,
4. the balance between primary, secondary and tertiary care and links with other 
industry, business and the community.
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The purpose of the presenting such detailed data data in this section is to 
contribute a further layer to an already wide-ranging community health profile in the 
Health Atlas. In this way it can be demonstrated that even though the Atlas has 
been established, further material can be added to increase its value for specific 
purposes. The data presented here are not intended as an assessment of 
particular services or the benefits or otherwise of the treatments given to the 
residents of the lllawarra. Levels of morbidity and service utilisation are suggested 
by the utilisation levels of diagnostic and treatment services. It is not certain 
however, what the contribution made by the public health system is to the health 
of the local community in terms of reduced morbidity. In order to achieve this 
perspective, it would be necessary to revisit some of the indicators presented 
here, and add a temporal perspective to the data.
The tables and graphs presented here are descriptive in that they present an 
overview of the clientele of the IAHS during a short period of time. In view of the 
non-standard approaches taken in analysing and presenting the information, 
comparisons with state and national levels of these indicators are not available. The 
purpose of public hospital information is primarily to assist hospital management to 
plan for and to deliver appropriate medical services and not necessarily to facilitate 
examination of the outcomes of that care. Such a purpose would require further 
primary research into aspects of health services delivery and related health 
outcomes.
In Australia the emphasis is beginning to shift to a more outcome-oriented 
management philosophy. Macklin (1993) reports as part of the national health 
strategy that the health care system must change in response to changes in 
community needs and this includes changes in health care practices. Macklin 
recom m ended an em phasis on continuity of service in an ongoing care 
arrangement as well as shorter lengths of stay in hospital. As part of this reform
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agenda, Australian health workers, including medicine, will be obliged to monitor 
feedback from the recipients of their services and to work more effectively in multi­
disciplinary clinical teams with the patient as an integral part of those teams. Under 
such arrangements it would be necessary to establish standard collections of data 
that had a more comprehensive focus than that provided within the medical 
framework alone. Once these collections were in place, assessment of client 
satisfaction and efficiency of teams could contribute to the establishment of a profile 
of com munity competence in terms of provision of relevant, effective and 
accessible health care services.
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SECTION FOUR 
PROFILING COMMUNITY SUB-GROUPS 
CARTOGRAPHIC CONSIDERATIONS
The elemental categories discussed in Section Three are reforusing in this secion 
to highlight and profile the aged as a community subgroup. A community health 
analysis matrix is presented, covering the four categories of health variables: 
lifestyle factors in human adaptation; environmental factors in human adaptation; 
the local system of health care services and factors that reduce effects of illness; 
and community competence. Drawing from general systems theory, these four 
fields are interrelated and dynamic in terms of shifting health outcomes. The matrix 
is applied to the aged as a sub-group of the lllawarra community to demonstrate 
the utility o f community health profiling. Both advantages and constraints are 
associated with presenting information in cartographic form. The advantages of 
using computer assisted cartography will be explained as well as a discussion of 
the technical assistance that may be required.
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S e c t io n  F o u r
PROFILING COMMUNITY SUB-GROUPS
Throughout this project, reference has been made to the utility of profiling the 
health of a community. In this section the preceding data will be used to highlight 
the aged as a section of the community. The theoretical model upon which the 
preceding chapters have been based will be further simplified into an analysis 
matrix to guide this sub-group profile. Presentation of information and further 
discussion will accompany the matrix so that a comprehensive profile becomes 
possible. Advantages of presenting the evidence through digital cartographic 
means will also be discussed along with details of processes involved in 
converting data to digital cartographic form.
Multitrait-multimethod data requires a model that allows for covariance in the data 
that must be collated. W idaman (1985) suggests that such data can be 
hierarchically nested to allow for correlations to be made between the competing 
groups of information. He recommends approaches that make modelling of such 
varied data simpler and more objective. While the value of comprehensive and 
unbiased data on any subject is unarguable, obtaining such data would entail an 
extensive allocation of resources and the end result may not be of value in the 
local context. Objectivity, when applied to profiling the health of a community has 
the effect of stripping away much of the contextual richness that gives meaning to 
information about a particular community.
Discussion on the development of indicators of community health thus far has 
focused on the inherent difficulties in establishing a set of indicators that satisfy the 
preferences of all researchers. The most significant problems in developing such 
indicators are related to contextual embeddedness of community information. 
O ther difficulties relate to limitations imposed by static approaches to data 
collection and the poor performance of more dynamic indicators when evaluated
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against the notion of hard data that allows for cross-sectional and time-series 
analysis using statistical methods. (Hayes & W illms 1990). Indicators of 
community health that allow for monitoring progress and local activities, and 
perhaps also for national and international comparisons, must be relevant, 
sensitive, relatively easy to collect and focused on inequalities in health. They must 
be able to show objective and subjective states of health and well-being; and 
have relevance at the policy, community and personal levels.
The presence of health and ill-health indicates the current state of an organic 
process that is affected by, and impacts upon social, political, cultural and 
economic structures within a community and the larger society. Noack & McQueen 
(1988) criticised indicators used in profiling the health of communities and 
recommended the use of familiar principles and methods in the search of indicators 
of health. They caution that end users of the information are also important as are 
the purposes for which the information is being collected. Their recommendations 
have contributed to a simplification of the approach used to profile the health of the 
lllawarra and include such elements as a broad social and environmental 
perspective; the idea of health as being a dynamic process; and the importance 
of models in articulating a theory. The further conditions of social relations within 
spatial contexts are provided by the end users of the profile. Information 
presented in cartographic form, and with only minor interpretations, trusts in the 
readers’ ability to place it within the context of their own experiences of local 
events over time.
Under these caveats, indicators of community health must be presented to the 
community for any meaning or value to be assigned and this will vary according to 
the ways in which a community views health and its own performance in this 
regard. For these reasons, the indicators used in the theoretical model and the 
analysis matrix are more closely aligned to principles that have guided the
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selection of data and the presentation of results (Hayes and Willms 1990). These 
principles have been based on the criteria agreed on by the various public health 
representatives at the 1988 World Health Organisation’s Barcelona Workshop on 
Healthy cities They decided that indicators should:
1. be relatively simple to collect and use;
2. be sensitive to short-term change;
3. be capable of analysis at the small-area level;
4. be related to health and health promotion
5. carry social and political 'punch1.
C o m m u n it y  h ea lth  a n a l y s is  m a tr ix
The central focus of the analysis matrix shown overleaf, is that of a healthy 
community. This focus could be further specified to make any sub-group the target 
of interest. The health of the focal group moderates its interaction with the system 
of health care; the environment; lifestyle options and contributes to the 
competence of the community. Each of these variables interacts either directly or 
indirectly with the others. All of this takes place within a context of a larger society in 
which industry and the bureaucracy play a major part at the local level, as well as 
transactions with national and international contacts, and relationships with other 
community sub-groups. This model depicts an open system in a negotiating 
relationship with other systems.
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FIGURE 4.1 Analysis matrix for profiling the health of a community 
(McDonald 1994)
Tension between community sub-group identities and affiliation with community 
health services arises primarily from demands made for recognition of needs and 
allocation of resources. Community interaction geared to goal attainment can be 
frustrated through bureaucratic policies and resource constraints. Complaints by 
frustrated community groups usually reflect their desire to benefit from or, if that is 
not possible, to withdraw from a controlling system (Mikesell and Murphy 1991). 
Separation or withdrawal from the mainstream of health services challenges the 
existing order and therefore health services tend to monitor closely the utilisation 
rates for their services rather than health outcomes.
The health of community sub-groups is governed by many factors. Environmental 
conditions, economic circumstances, majority-group attitudes towards health and 
illness prevention, and aspirations of community leaders and local governments.
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Emotionally-charged symbols also play a key role in influencing the development 
and intensity of collective action. For example, in the lllawarra area plans to close 
local hospitals in 1990 prompted widespread community action based on real or 
imagined traditions associated with the establishment and purpose of these 
hospitals. Access to radio, television and newspapers and other information 
sources, supported community groups in their attempts to develop and sustain 
support for their causes and to capture the attention of the local public health 
system and government representatives.
Information networks tend to be based in cities and towns, therefore communities 
that are far-flung in the rural areas are at a disadvantage in gathering momentum for 
community action. Universities are able to play a valuable role in such instances 
by providing access to information that can be used to generate community 
interest and action on health and welfare issues.
Power and politics have an impact on community health arenas and are reflected in 
the dynamics of competition for resources and the shifting of power. Social 
organisation and social structures can pose as much of a threat to community health 
as can disease (Baum 1990). Access inequities and professional competitive 
self-interest create conflicts that disadvantage the general public by reinforcing the 
lack of community control over health resources. Rifkin (1985) is quoted by 
Bjaras, Haglund and Rifkin (1991) as exhorting professionals to lay aside their 
values, not their skill and expertise, and be open to learn from community people 
with less education than themselves.
Claims to leadership of community health projects on the basis that they are 
closely attuned to community values, have been put forward by groups who 
provide illness care; social action and lobby groups, social service providers and 
academics in nursing, medicine and preventive health disciplines (Stern 1990).
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These groups perceive their value bases to be different and their claims of 
leadership also differ. However few if any allow for community leadership in areas 
that relate to their discipline and as a result, professionals must be viewed as 
competitors for resources and control over community health agendas.
H ig h l ig h t in g  t h e  a g e d  a s  a  s u b - g r o u p  in  a  c o m m u n it y  h e a l t h  p r o f il e
Having established the context within which community health must be viewed, it 
is now possible to highlight the aged as a special case within a community health 
profile. Community care for the aged citizens of Australia has developed into a 
situation within which various state and federal bodies are actively involved in 
revising and implementing policies that govern access to services and community 
support. Highlighting the aged in the community profile therefore becomes a 
politically charged activity. By combining information and displaying distribution 
patterns of variables that impact on the aged in the lllawarra area, a clearer 
impression can be gained about the context in which senior citizens live in the 
lllawarra.
COMMUNITY COMPETENCE IN CARING FOR THE AGED
Community competence means that a community is able to deal effectively with 
its problems and threats to health. A telling measure of the attitudes and attributes 
of a community is the way in which a community provides for its elderly members. 
For example, are the aged a part of the general community where they are able 
to feel safe and valued - or are they encouraged to enter protective environments 
in order to feel secure? Are resources such as recreation and leisure centres 
organised to service the youth or are they arranged so that the aged have ease 
and equity of access? Each community is different and the character of any society 
is demonstrated through the social provision made for the elderly.
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Poverty has persisted throughout the western world despite the efforts of the 
welfare state. W alker (1992) advances several reasons for the persistence of 
poverty with the main cause being the conflict between economic and social 
policies. This was demonstrated by the devastating effects on the poor of the 
Thatcher government’s far right policies in Britain. As an indicator of a community 
not being competent, during 1993 it was commonplace in Britain to hear of aged 
relatives being brought to hospital casualty departments or day care centres and 
abandoned because the families could no longer cope with their dependency.
Integration of economic and social policies to deal with such situations would 
indicate that the community was competent. An example of this approach could 
involve established public health services in taking up some of the responsibility 
for the effects of poverty on the health of the local community. Early discharge 
policies and a paucity of aged care places in Australia has led to more aged 
people remaining in the community. As this trend increases, a realistic analysis of 
the capacity of the community and families to undertake this task must be 
undertaken. It is often the poorest and least well educated who find it most difficult 
to get access to information about their own illnesses and according to Blaxter 
(1992) they will sometimes display an apathy born of despair at understanding 
what is happening or with trying to communicate with professionals. 
Disadvantages to health are seen in these problems reinforcing each other in 
groups of people locked into poverty and because of their reluctance to seek the 
help of a system that is not sensitive to their full range of needs.
Considerable informal assistance and support is given to the aged by families, 
friends and neighbours but this is rarely recognised for its full value (Groves 
1980). There exists a myth in the Australian community, that only the aged from 
non-English speaking backgrounds are given extensive support by their families. 
In fact in a 1987 study in the lllawarra it was found that the support given by Anglo
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background families to their aged relatives was comparable to that of families from 
non-English speaking backgrounds (Gillies, McClatchie and Troioni 1987). Aged 
care at home, has been borne traditionally by women. Groves (1981:506) noted 
that, "...community care equals care by the family and in practice care by the family 
equals care by women".
While the lllawarra study (1987) found that 76% of the carers of dependent 
elderly lllawarra people were women (Gillies, McClatchie and Troioni 1987), more 
recent reports from the Australian Carers Association 1994 indicate that around 
44% of carers nationally are men.
Implementation of social policies that assume that families will be able or willing to 
take up elder care without assistance, will meet increasing resistance from families 
and carers. There is a need for clear indications as to who is responsible for this 
care, and the extent of supports which are available to the carers and the elderly 
who take up this option. In the past the criteria for eligibility for formal community 
assistance has depended on the presence of a carer yet ironically if there is a 
carer, formal assistance is usually withheld regardless of the capabilities and 
resources of the carer. It is important to note that the elderly frequently are the 
carers of other frail and aged people.
In the previously reported Community Health Nursing survey of lllawarra clients 
aged 55+ years, 52.07% of the clients lived with one other person and 23.63% 
lived alone. The effects of being an elderly caregiver were studied by Wallhagen 
(1992). From interviews with 60 elderly garegivers about tasks and personal 
demands, it was found that personal demands were perceived by them as being 
more difficult than task demands. Personal demands were also associated to a 
great extent with caregiver life satisfaction and depression.
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The social and economic aspects of elder caregiving is of concern, especially in 
terms of the effects on health and relationships of family health caregiving. 
Community competence is reflected in public policy that assists elderly caregivers 
to improve the care to their charges and to preserve their own health. The 
disastrous results (reported above) of policies in Britain that assumed that families, 
and especially women, would continue to take up the traditional role of family carer, 
could well be repeated in Australia as more old and dependent people have 
restricted access to acute care, aged care and community health nursing care, 
because of policies driven by economic rationalism (Baines and Oglesby 1992).
It is difficult to measure the difficulties expressed by carers, but there is little doubt 
that the success of aged care in the community depends on these people and 
their commitment to the caregiving role. Stetz (1992), on the assumption that 
people trapped in their situations tended to reframe their experience in order to 
cope, found that they had a tendency to rate the demands made on them as 
being less difficult. He believes that the human coping mechanism of not admitting 
to unbearable hardship may prompt carers to under-report hardship as a way of 
surviving the intense demands of caregiving in some situations.
Living alone has detrimental effects also on health. In a 1991 study of four small 
European communities it was found that low education levels, lack of social 
support, strenuous work, fatty foods and lack of physical exercise were identified 
as social, nutritional and behavioural risk factors that emerged as a result of living 
alone. The lack of a spouse was described by Stetz (1992)as a social problem 
for 22% of the men and 13% of the women. Loneliness was a serious problem 
for elderly women and all of these factors led to a rapid deterioration of functional 
and working capacity in the over 55 age group.
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O p p o r t u n it ie s  f o r  a g e d  p a r t ic ip a t io n  in  t h e  c o m m u n it y
In the lllawarra area the availability of support for the aged can be estimated by 
examining the community structures set in place to offer age-specific and other 
opportunities for participation by people over age 65. The matrix below is 
comprised of data extracted from the local government Community Services 
Directory and includes information that applies to the general population as well as 
to the aged. The matrix enables contextually relevant comparisons to be made 
between postcodes.
The matrix patterns shown below do not take into account the ability of people to 
travel to other suburbs, nor do they relate directly to the density of the population 
of each of these 
the Helensburg 
people, yet from
postcodes. For example, the single service listed for aged care in 
area is in fact a centre for aged care catering for hundreds of 
the table, it appears that such services are few.
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TABLE 4.1 Matrix: Aged Support in lllawarra Postcodes
Postcode Suburbs Services 
for Aged
Care of Charity & 
the Aged Welfare
Dementia
Support
Recreation Potection Total
2500 Wollongong 5 4 42 0 36 14 101
2501 Cringila 0 0 0 0 0 0 0
2502 Warrawong 2 0 5 0 1 0 8
2503 Windang 1 0 0 0 0 0 1
2504 Primbee 0 0 0 0 0 0 0
2505 Port Kembla 1 0 5 1 3 1 11
2506 Berkeley 2 1 2 0 1 2 8
2508 Helensburgh 1 2  1 0 2 0 6
2509 Stanwell Park 0 0 0 0 0 1 1
2510 Clifton 0 0 0 0 0 0 0
2511 Scarborough 0 0 0 0 0 0 0
2512 Wombarra 0 0 0 0 0 0 0
2513 Coledale 2 0 0 1 0 0 3
2514 Austinmer 1 1 1 0 0 1 4
2515 Thirroul 2 0 3 0 3 6 14
2516 Bulli 1 8 3 0 6 3 21
2517 Woonona 2 2 5 1 6 1 17
2518 Bellambi/Corrimal 1 0 12 0 10 6 29
2519 Fairy Meadow 3 2 5 0 14 2 26
2525 Figtree 1 2 3 0 14 0 20
2526 Unanderra 3 0 6 0 2 3 14
2527 Albion Park 2 1 5 0 2 2 12
2528 Warilla 2 0  8 0 8 2 20
2529 Shellharbour 2 2 4 0 2 2 12
2530 Dapto 3 0 14 0 18 2 37
2531 Dunmore 0 0 0 0 1 0 1
2532 Minamurra 0 1 0 0 2 1 4
2533 Kiama 1 1 7 1 10 2 22
2534 Gerringong 0 0  2 0 2 0 4
lllawarra 37 28 133 4 143 51 396
The map (MAP 4.2) overleaf is derived from this table and shows that few or no
services either specifically for the aged, or services that the aged may wish to use 
are listed for the southern areas of Cringila, Primbee, Minamurra and Dunmore.
In the north the Stanwell Park, Clifton to Austinmer areas have only few services 
listed. Most of the aged care services are listed in the Bulli area while the welfare 
and charity services are mainly in the Bellambi, Corrimal (continued over)
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and Dapto areas. There is a paucity of com m unity-based support for 
dementia sufferers and their carers with only four outlets listed overall.
MAP: Aged Care and Support Services listed in the 
Illawarra Community Services Directory
The Illawarra Region 
N.S.W., Australia
Postcode areas Austinmer
Wollongong
Port Kembla
Helensburg
Tasman
Sea
Shell Harbour
Kiama
Gerringong
Listed Services:
None listed
I to 5 
6 to 10
II to 20 
21 to 40 
over 40
MAP 4.1 Aged Care and Support Services listed in the 
Illawarra Community Services Directory 1990
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Recreation opportunities are found predominantly in the central Wollongong area 
and in the Bellambi, Fairy Meadow and Figtree areas north and the Dapto 
Minamurra areas south. Most of the services are located in the central Wollongong 
area and this is an indication that the concept of centralisation is considered as an 
attractive one by the urban and organisational planners of the lllawarra.
Using the information shown earlier on community health nursing services provided 
by the local area health service, the indices can be further analysed to show the 
extent of aged dependency as assessed by community health nurses in the 
public health sector. See table  4.2.
TABLE 4.2 Matrix: Aged Dependency (as assessed by community nurses) in 
lllawarra Postcodes
P o s tc o d e  S u b u rb s  D e p e n d e n c y  In d e x  D e p e n d e n c y  In d e x
A g e  6 5 -7 4  A g e  7 5 +
M a le s F e m a le s M a le s F e m a le s
2500 Wollongong 1.9 2.1 2.3 1.9
2501 Cringila 1.5 1.3 2.0 1.0
2502 Warrawong ■ 1.7 1.6 2.3 1.8
2503 Windang 1.6 2.2 1.7 3.0
2504 Primbee 0 3.0 0 0
2505 Port Kembla 26 2.3 2.0 1.8
2506 Berkeley 1.6 1.5 1.7 2.1
2508 Helensburgh 2.0 2.2 1.9 2.2
2509 Stanwell Park 2.0 1.7 3.0 2.4
2510-14 Clifton-Austinmer 2.0 1.4 2.0 1.8
2515 Thirroul 1.4 1.6 1.8 1.8
2516 Bull! 2.0 1.6 2.0 1.7
2517 Woonona 2.0 2.0 2.4 26
2518 Bellambi-Corrimal 1.7 1.8 1.7 2.1
2519 Fairy Meadow-Balgownie 2.1 2.4 2.4 2.4
2525 Figtree 2.2 1.6 2.1 1.6
2526 Unanderra 1.9 2.1 2.4 1.8
2527 Albion Park 1.8 1.3 1.3 1.8
2528 Warilla 26 27 25 26
2529 Shellharbour 1.5 1.7 1.7 1.9
2530 Dapto 3.0 2.3 2.4 29
2532 Minamurra 2.0 2.0 26 1.5
2533 Kiama 2.1 2.2 2.0 2.2
2534 Gerringong 0 1.5 2.3 2.3
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Patterns of overall dependence for people aged 65 to 74 are higher around the 
W arilla area for both men and women however gender differences can also be 
seen. Men are shown to require more support in the southern suburbs of Port 
Kembla, Figtree, and Dapto, and in the northern suburbs of Bulli, Stanwell Park and 
Helensburgh. Women seem to be more dependent in the central Wollongong 
area and south to Primbee, Windang and Gerringong. Women in this age group 
are also in need of more nursing assistance than men in the Unanderra area.
The older age group of 75+ years are in most need of community nursing help in 
the Woonona, Fairy Meadow, Balgownie, Bellambi and Corrimal areas in the 
northern suburbs, while in the south a sim ilar situation exists in the Dapto, 
Minamurra, Kiama and Gerringong areas. The highest levels of dependent 
women are in the 75+ age group in Windang and Dapto. Men of the same age 
and dependency are more commonly located in the Stanwell Park and 
Helensburg areas. Even so, the 75+ age group is generally in need of nursing 
support across the region. Giroult (1989:83) stated th a t, “ ... a healthy city should 
not only create a supportive physical environment to allow its inhabitants to 
choose healthy lifestyles but also offer people the possibility o f an economically 
and socially productive life ”
Comparison of the information in the above matrix with that of the previous one 
showing most of the support services for the aged located in the central 
Wollongong area, raises questions about the deployment of such services in 
terms of community need and equitable access. A city where people travel from 
the outer suburbs to the city centre for reasons other than work or shopping is an 
indicator that the city is one where people feel comfortable and relatively safe. On 
the other hand, forcing people who are frail or ill to travel on poorly organised 
public transport, into a city where their safety may be comprised is quite another 
story. This research has not extended into this aspect of community competence,
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comprised is quite another story. This research has not extended into this 
aspect of community competence, although analysis of outcomes of urban 
planning in terms of effects on community subgroups could provide further 
valuable insight into the health of the urban system.
Police intervention and community stress affecting the aged
Police protection and the maintenance of law and order contribute to the 
ability of aged people to continue to be independent and self-reliant. The 
spectre of physical arm through violent crime is commonly thought to be one 
of the compelling factors in decisions taken by elderly women particularly, to 
enter the protected environment of retirement villages.
From the graph shown below (figure 4.2) on Police reported incidents, the 
suburbs most involved with stress arising from criminal activities are the 
central Wollongong area (2500), Bellambi-Corrimal (2518). Warilla (2528), 
Dapto (2530) and Nowra (2541). Other areas with less dramatic levels of
police intervention are Warrawong (2502), Port Kembla (2505) and Berkeley 
(2506) Fairy Meadow (2519) and Albion Park (2527). Minamurra (2532) and 
Unanderra (2526) also had considerable need for Police activity.
FIGURE 4.2 Total reported incidents. Illawarra Police Intervention.
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although analysis of outcomes of urban planning in terms of effects on 
community subgroups could provide further valuable insight into the health of 
the urban system.
Police intervention and community stress affecting the aged
Police protection and the maintenance of law and order contribute to the 
ability of aged people to continue to be independent and self-reliant. The 
spectre of physical arm through violent crime is commonly thought to be one 
of the compelling factors in decisions taken by elderly women particularly, to 
enter the protected environment of retirement villages.
From the graph shown below (figure 4.2) on Police reported incidents, the 
suburbs most involved with stress arising from criminal activities are the 
central Wollongong area (2500), Bellambi-Corrimal (2518). Warilla (2528), 
Dapto (2530) and Nowra (2541). Other areas with less dramatic levels of
police intervention are Warrawong (2502), Port Kembla (2505) and Berkeley 
(2506) Fairy Meadow (2519) and Albion Park (2527). Minamurra (2532) and 
Unanderra (2526) also had considerable need for Police activity.
FIGURE 4.2 Total reported incidents. Illawarra Police Intervention.
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It is interesting to correlate the need for police activity and the spatial distribution of 
dependent aged people with the location of the recreational and community- 
based support services. Most of the community services in the lllawarra are to be 
found in the central Wollongong area as well as the Bellambi-Corrimal and Dapto 
areas where charity, welfare and recreation outlets are located. These are also 
areas of some concern regarding physical safety. While not wishing to interpret 
these linkages, it is possible that the placement of such services in these areas 
might attract more people to the areas and therefore increase the likelihood of 
criminal disturbances, however it is also possible that these elements are attracted 
to the vulnerability of the citizens of the lllawarra who are obliged to stay in these 
areas and that this concentration of people less able to defend themselves is well 
known.
HEALTHY ENVIRONMENTS FOR THE AGED
The space in which a person lives is given meaning by virtue of other people and 
activities that exist there (Aitken and Bjorklund 1988). People enter into creative 
relationships with their environments and, despite the fact that environments are 
dynamic and complex, people attempt to find order and stability. Achievement of 
this stability can entail restrictions within social, political and geographic 
environments and the decision to accept these restrictions arising from the 
transaction is a reflection of a particular community’s values.
Reconstruction of person to environment relationships occurs continually as 
people interpret their surroundings, anticipate future developments and attempt to 
understand how these factors might affect their personal goals.
As goal-directed beings, people participate actively in transactions with their 
environm ent and the results of their choices in terms of the effects or 
transformations on the environment, indicate whether they are on the whole
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competent in these behaviours, or whether the results of these behaviours are 
detrimental to their own health and the health and safety of the community. The 
aged are no less involved by such transactions with environments than other 
groups. The speed and degree of change between people and their 
environments will determine the ability of people to adapt and engage in a 
constructive way with complexity. All individuals are prompted to search for 
information as these processes occur within a community.
To achieve transformational goals people must accumulate appropriate skills so 
that they can plan for anticipated problems and deal effectively with them. During 
the transformational process, these changes are evaluated in terms of their own 
values and attributes. The aged as a social group have the weight of experience 
often accompanied by social power arising from seniority or control over family 
resources. Together they comprise a significant proportion of the electorate and 
this will increase over the next 20 years.
Australian citizens over age 65 currently account for 10.9% of the population. By 
the turn of the century this will increase to 11.7%; and in just 30 years it is 
estimated to reach 17.5%. (Karmel 1992) The current over 75 group accounting 
for 4.2% of the population, will increase to 7.3% over the same period. The 
increase in mortality for the aged does not necessarily imply that these people will 
be in good or even moderate health. Elderly Australians have lived through world 
wars and depressions which have taken their toll. Health risking lifestyle patterns 
are already established and will contribute to many later age problems. The 
peace-time environment has been assaulted with water pollutants, food toxins, air 
pollution and hazards that are part of occupations such as mining and heavy 
industry found in the lllawarra area. For every 1000 Australians over age sixty-five, 
776 have at least one chronic condition and among these there are 1,791 
conditions due to many of the sample having more than two concurrent chronic
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conditions. Brezinski (1987) demonstrates the results of detrimental transactions 
between people and their environments in the diagram shown below in FIGURE 
4.3 .
FIGURE 4.3 The interrelationships between people and their environments
showing adverse effects of pollution on human health (Brezinski 1987)
Accidents i
Systemic
poisons
Respiratory
diseases Cancer
Genetic diseases 
(mutagens)
Neurological 
diseases 
Cardiovascular 
diseases
The cost of health care for Australians is linked to environmental effects on health 
and the competence of the community to deal effectively with them. The per 
capita expenditure on health has increased from $1,368 in 1971 to $1,796 in 
1991. This is an increase of 31% over a 20 year period and amounts to both a 
1.8% annual increase for 1991, and an increase of $570 million over the previous 
year. Most of this increase has been attributed to expenditure on the aged. As 
the proportion of Australians in the 65+ years age group increases, expectations
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are that it will cost an extra $170 million per year to keep pace with the increased 
demands by the aged on the health care system (Karmel 1992).
Ability to enter into productive transactions with the environment when one is 
getting old, depends increasingly on one’s health. In a 1992 report on Australia’s 
health disability, chronic illness and reduced activity (Karmel 1992), information on 
the 65-74 years and 75+ years age group adds depth to the problems 
confronting the aged and their caregivers. For every 1000 men over age 60, there 
were 564 with a diagnosed disability. Each person had an average of 1.46 recent 
illnesses and reduced activity for 10.55% of the year (amounting to 5.5 weeks per 
year). For women the level of disability was lower at 473 per 1000 women over 
age 60, but the average of recent illnesses per person was 1.61. Reduced 
activity affected 11.45% of their year (or 6 weeks per year). The older group of 
75+ years have restricted activity for 13.37% of the year (7 weeks/ year)
The lllawarra area shares these trends towards an aging and frail population. While 
the overall population growth rate is less than the growth rate of New South 
Wales, the rate of increase in the over 65 age groups is higher than that for the 
state. Eager & Went (1989) claimed that the Standardised Mortality Ratio for the 
lllawarra was at that time 1.26% below New South Wales rates.
Locating the elderly in terms of spatial distribution assists in planning for anticipated 
needs for social, health and other support within the community. If the community 
plans to assist elderly and very old people to gain easier access to services and 
to cope with personal restrictions due to health, then logic would indicate that 
services be decentralised to the suburbs where the greatest anticipated need 
exists. Failing this, a competent community would have some system of effective 
and accessible public transport available to link such services with sub-groups in 
need. This aspect of community environmental competence has not been
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examined in this research, although it would add a valuable dimension to the 
overall conclusions as to whether the lllawarra is in fact, a healthy community.
Spatial distribution of the aged citizens of a community is also valuable in 
assessing potential needs based on the national information given above. In the 
matrix overleaf, each postcode in the survey is shown with residents in the ‘young 
old’ group aged 65-74 and also the ‘old’ group aged 75+ years. This is displayed 
according to the proportions of the lllawarra men and women of that age who are 
residing in each postcode. There is a tendency for the aged in this community to 
be found more in some suburbs than in others.
The matrix overleaf depicts spatial patterns of the numbers of people in the old 
and very old groups as well as the percentage relationship of these people to 
their own age group and according to gender. The suburbs where most of the 
elderly people reside are the central Wollongong area and the Bellambi-Corrimal 
area. The adjacent suburbs of Fairy Meadow and Balgownie also have significant 
concentrations of aged citizens.
Women are more likely than men to live beyond age 75 and therefore it is 
interesting to identify where women are residing in the lllawarra area as a backdrop 
to the other layers of the community health profile.
A map drawn from this matrix, showing age women as proportion of the entire 
postcode is given in MAP 4.2.
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TABLE 4.3 Matrix: Spatial Distribution of lllawarra Citizens Aged 65+
lllawarra citizens lllawarra citizens 
Aged 65-74 Aged 75+
Postcode Suburbs______________ Males_____ Females______ Males_______ Females
%
aae
%
aae
%
aae
%
aae.
2500 Wollongong 1251 19.53 1647 21.91 584 21.60 1090 24.32
2501 Cringila 78 1.22 71 0.94 18 0.66 34 0.76
2502 Warrawong 237 3.70 260 3.46 86 3.18 154 3.44
2503 Windang 115 1.79 122 1.62 41 1.53 40 0.89
2504 Primbee 65 1.01 69 0.92 26 0.96 35 0.78
2505 Port Kembla 256 3.10 274 3.64 99 3.66 147 3.28
2506 Berkeley 160 2.51 191 2.54 42 1.55 94 2.10
2508 Helensburgh 114 1.78 129 1.72 89 3.29 193 4.31
2509 Stanwell Park 26 0.40 41 0.54 16 0.59 28 0.62
2510-11 Clifton-Scarborough 16 0.25 14 0.19 7 0.26 9 0.21
2512 Wombarra 38 0.59 35 0.46 24 0.89 28 0.62
2513 Coledale 22 0.34 30 0.39 8 0.29 11 0.24
2514 Austinmer 99 1.55 114 1.52 50 1.85 54 1.21
2515 Thirroul 183 2.86 235 3.13 93 3.44 125 2.79
2516 Bulli 187 2.92 196 2.62 58 2.14 93 2.07
2517 Woonona 318 4.96 404 5.37 141 5.21 262 5.84
2518 Bellambi-Corrimal 602 9.40 689 9.16 276 10.21 434 9.68
2519 Fairy Meadow-Balgownie 557 8.70 605 8.05 202 7.47 255 5.69
2525 Flgtree 175 2.73 169 2.25 74 2.74 134 2.99
2526 Unanderra 220 3.43 277 3.68 79 2.93 111 2.48
2527 Albion Park 149 2.33 155 2.06 45 1.66 65 1.45
2528 Warilla 458 7.15 471 6.27 145 5.36 251 5.61
2529 Shellharbour 191 2.98 233 3.10 68 2.51 107 2.39
2530 Dapto 343 5.35 435 5.79 142 5.25 265 5.91
2531 Dunmore 14 0.22 16 0.21 2 0.07 2 0.04
2532 Minamurra 143 2.23 144 1.92 44 1.63 61 1.36
2533 Kiama 244 3.82 301 4.00 141 5.22 208 4.64
2534 Gerringong 144 2.25 190 2.53 104 3.85 192 4.28
Totals: 6405 100 7517 100 2704 100 4482 100
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MAP 4.2 % Females aged 75+ Years. Illawarra Region 1986
MAP: % Females Aged 75+ Years
The Illawarra Region 
N.S.W., Australia
Postcode areas Austinmer
Wollongong
Port Kembla
Helensburg
Shell Harbour
Kiama
Gerringong
Tasman
Sea
Percent 
0.00 to 2.99
3.00 to 4.49
4.50 to 5.99
6.00 to 7.49
7.50 to 12.49
253
Section Four - Analysis Matrix and Cartographic Considerations
Women age 75+ years are found in increased proportions of the population in the 
central Wollongong area; the northern suburbs including Woonona, Bellambi, 
Corrimal, Fairy Meadow and Balgownie; and the southern suburbs of Warilla, 
Dapto, Kiama and Gerringong. Major concentrations of very old women are found 
in Bellambi and in the central Wollongong area where the evidence presented 
earlier has shown opportunities for community participation. Both areas have been 
identified also as needing increased levels of police intervention. These patterns 
are also consistent with the assessed need for community health nursing support. 
Smaller proportions of elderly women in the Dapto and Windang areas still have a 
high need for community health nursing services. Very old men are more 
commonly found in the central Wollongong area than women of the same age and 
also in the Bellambi-Corrimal, and Dapto areas. Listed aged care services are 
located in the Bulli and central Wollongong areas, yet there are none listed for 
Bellambi-Corrimal or Dapto where there is an increased concentration of women 
aged over 75 years.
These suburbs are well serviced by welfare and charity services along with 
general recreational opportunities. Resource allocation to meet the needs of this 
vulnerable group of citizens is an important community issue because they are 
less able to take advantage of the mainstream community offerings to support 
independence.
The matrix below shows the proportion of elderly women living alone as being 
sim ilar to state and national rates (with only 3 suburbs exceeding these rates), 
while the proportion of elderly men living alone is in excess of state and national 
levels in half of the suburbs of the lllawarra. This pattern has implications for 
planning and assessment of appropriate services and their contribution to the 
social climate in which senior citizens live.
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In a culturally pluralistic community such as the lllawarra, it is also useful to identify 
the particular needs of the aged who migrated to Australia some time ago and 
who are still having difficulty with the English language. While the lllawarra and the 
state of New South Wales have the same number of non-English speaking 
background citizens who were born overseas, most of these people are able to 
manage the English language (Eagar and Went 1989). In only five or six of the 
twenty-eight suburbs surveyed does the problem with English language exceed 
state or national levels. These are central Wollongong, Cringila, Warrawong, 
Windang and Port Kembla. It must be noted, however that where this occurs, the 
numbers far exceed the norm and in some cases involve over 100% increase on 
the state and national rate. As an area for further study, such findings hint at a 
tendency for some migrant groups to form ethno-specific enclaves where there is 
little perceived need for the members to engage with the dominant Australian 
culture. This, of course would have to be established through more searching 
study.
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TABLE 4.4 Spatial Distribution of Lone Elderly and Language Difficulty. 
Illawarra 1986
% Lone Elderly in 
Illawarra P/Codes
Poor English 
after
5 years in 
Australia
Postcode Suburbs Males Females % Overseas
2500 Wollongong 1231 47.19 2025
2501 Cringila 1224 15.43 4289
2502 Warrawong 7.07 29.19 33.82
2503 Windang 18.86 25.34 2234
2504 Primbee 16.77 28.83 19.89
2505 Port Kembla 1337 31.41 3753
2506 Berkeley 10.54 38.81 15.94
2508 Helensburgh 10.43 33.70 8.65
2509 Stanwell Park 1429 35.85 0.00
2510-11 Clifton & 
Scarborough 35.71 21.05 0.00
2512 Wombarra 16.88 17.24 5.56
2513 Coledale 5.17 41.86 0.00
2514 Austinmer 1433 26.73 6.50
2515 Thirroul 10.99 33.07 6.95
2516 Bull! 1125 26.88 6.83
2517 Woonona 10.74 33.12 7.69
2518 Bellambi & 
Corrimal 11.69 33.12 16.63
2519 Fairy Meadow & 
Balgownie 9.61 23.69 19.08
2525 Figtree 1120 19.01 16.71
2526 Unanderra 1121 29.83 15.42
2527 Albion Park 9.77 27.71 4.55
2528 Warilla 8.73 23.70 18.87
2529 Shellharbour 11.15 34.71 8.43
2530 Dapto 8.78 31.93 11.27
2531 Dunmore 10.34 15.38 17.39
2532 Minamurra 4.53 20.00 7.51
2533 Kiama 10.00 36.61 7.23
2534 Gerringong 10.38 45.07 6.78
New South Wales: 
Australia:
103536.99
11.02
20.35
36.70 19.46
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LIFESTYLE OPTIONS AND CHOICES FOR THE AGED 
Consumption of pharmaceutical products by the aged
Spatial patterns of local per capita expenditure on general medicines (See map 
4.3 overleaf repeated from p.191) correspond somewhat with previous layers in 
th is profile of aged people in the lllawarra. Bellambi and Fairy Meadow 
communities, where there is a concentration of elderly citizens, has a relatively high 
proportion of the regional expenditure on over-the-counter medications and 
products. High rates are also seen in expenditure on foot care products. While 
there is no way of knowing whether these products are bought primarily by the 
aged and their caregivers, or whether they were bought by people resident in the 
same postcode as the pharmacy, the correlation between these data and the high 
proportion of aged in these suburbs provides a basis for some conjecture and 
further study. It must also be noted that such products are also available through 
supermarkets and this would have to be taken into account if more specific 
information was required about particular products.
The general medicines category includes substances that have a potent 
therapeutic effect but do not need a medical prescription for their dispensation. 
This category of purchases indicates personal choice and attempts to self-care or 
self-treat. Products include antacids, anti-arthritics, broncho-dilators, anti­
hypertensives, anti-helminthics, diruretics, stimulants and anti-smoking drugs.
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MAP 4.3 Local per capita Expenditure on General 
(Non-prescription) Medications. Illawarra
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EFFECTIVE SYSTEM OF HEALTH CARE AND SUPPORT
Across Australia the public health care system is dealing with the increased 
demands of the aged for hospital services. People in the over 60 years age 
group comprise 15% of the population and amount to 30% of acute hospital 
admissions. Length of hospital stay increases with age and because of this, 
people over 60 years are estimated to use 51% of all hospital bed-days.
People over age 80 comprise only 2% of the population yet they account for 6% 
of all admissions and 16% of total bed days. This is due to the more complicated 
conditions with multiple pathology. But it is also due to a lack of community 
support and a paucity of options for alternative care to hospitals (Karmel 1992).
In a response to predicted demographic changes and the health care 
requirements of an increasingly frail population of aged Australians the federal 
government has developed policies aimed at encouraging the population in 
general to choose against institutional care for dependent people, including the 
aged. Since the mid 1970s there has been a commitment by the federal and 
state governments to decrease institutional options for elderly Australians. By the 
mid 1980’s several government reports had established that this was a desirable 
plan provided community resources were established to support the care of 
these people in their own or someone else’s home. The government rhetoric at 
that time centred around the idea of ‘normalisation’ wherein people were to be 
encouraged to experience more normal lifestyles with all of its joys and faults, 
rather than enter a protective environment in their frail age. Such policy 
development is understandable when one realises that during the early 1980s 
90% of the aged care budget was being allocated to the institutionalised elderly 
who comprised around 4% of the population aged over 65 years.
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It is clear from the various reports that the primary purpose of this policy direction 
was economic when in 1983-84 it was estimated that for every $10 spent on 
institutional care, only $1 was spent on residential care (Gardner 1989). Since that 
time efforts have been made to redistribute resources for aged care within the 
federal policy guidelines:
1. Aged people should, if possible, be supported in their own homes.
2. Residentia l services to be available only for those unable to be 
appropriately supported at home.
3. Services are to promote rehabilitation and restoration of function.
4. Residential care recipients to be discharged to less supported services 
where possible. (McDonald 1993)
Expansion of Home and Community Care Services (HACC) established under 
the Commonwealth Home and Community Care Act (1985) were undertaken in 
1987 and by 1994 have become involved in all aspects of home support 
services. For people who have com plex situations beyond the norm, 
Community Options has been set up to assist in maintaining people in their own 
homes. It has been estimated by the Australian Carers’ Association (Nursing 
Issues Congress 1994) that in such cases, if services are adequate, the cost can 
exceed $440 per day. Where this is occurring, the economic argument for 
community support as a cheaper option than residential care, fails utterly.
C o n s u m p t io n  o f  h e a lth  ca r e  s e r v ic e s  by  th e  a g e d
Restrictions on nursing home beds in favour of hostels has resulted in a diminution 
of facilities which can be used for respite care to give some relief to the home- 
based caregivers. This type of service is essential as the policy of de­
institutionalisation increases the numbers of dependent elderly people in the
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community and the demands placed on the acute hospital sector by the aged. 
Current nursing home respite services are limited by the availability of nursing 
home beds. This availability can depend on the mortality, or discharge, of other 
patients. Hostels offer respite services to frail ambulatory people but are not 
equipped or staffed adequately to accept the dependent aged people who 
make up the majority of people being cared for in the community.
As mentioned earlier in this section, the damaging effects on health of poverty 
combined with age place intense stress upon families and other caregivers in the 
community. This must lead to increased demands for health services and therefore 
any measures that might moderate the effects of poverty on health must be 
considered by a competent community, as a long term strategy. The role of 
primary, secondary and tertiary prevention cannot compensate for social inequities 
in health, however a concerted effort in providing community-based health and 
health promotional services can effectively combine public health and individual 
efforts to safeguard health despite the presence of poverty (Blaxter 1983).
Equity of access to health services is a tenet of the Medicare universal health 
insurance scheme and it is anticipated that in a predominantly working-class area 
such as the lllawarra, the uptake of services would be relatively even across the 
region. The discharges studied and presented in the matrix below were taken 
over a three month period from the public hospital system. The data has not taken 
into account those people who travelled outside the lllawarra for treatment, or 
those who took up private health services. Alternative perspectives on the 
community uptake of IAHS services are shown in the proportion of people from 
the various postcodes who were discharged during the survey period, and this 
number as a proportion of the postcode itself.
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By considering the combined data, greater contextual relevance can be gained for 
each postcode area. For example, the 12.19% of discharges from Warilla, really 
amounts to less than 4% of the postcode population. On the other hand, 6.39% of 
the population of Coledale were treated yet this amounted to only 0.34% of the 
total discharges for the IAHS during that period. (See Table 4.5 overleaf)
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TABLE 4.5 Matrix: IAHS Clients according to Postcode of Residence
Discharges
Postcode Suburbs
during survey 
period
%
Postcode
% all
Discharges
2500 Wollongong 1192 3.68 13.96
2501 Cringila 150 4.09 1.76
2502 Warrawong 376 3.89 4.44
2503 Windang 78 4.12 0.91
2504 Primbee 55 3.21 0.64
2505 Port Kembla 235 3.82 2.75
2506 Berkeley 371 6.81 4.35
2508 Helensburgh 65 1.28 0.76
2509-11 Stanwell-Clifton-
Scarborough 19 1.41 0.21
2512 Wombarra 25 3.58 0.29
2513 Coledale 29 6.39 0.34
2514 Austinmer 45 1.82 0.53
2515 Thirroul 242 4.64 2.83
2516 Bulli 203 4.57 2.38
2517 Woonona 354 3.83 4.15
2518 Bellambi-Corrimal 783 4.48 9.17
2519 Fairy Meadow- 
Balgownie 439 2.68 5.14
2525 Figtree 242 2.70 2.83
2526 Unanderra 399 3.45 4.67
2527 Albion Park 460 5.01 5J39
2528 Warilla 1041 3.90 12.19
2529 Shellharbour 367 5.07 4.30
2530 Dapto 805 3.37 943
2531 Dunmore 2 0.20 0.02
2532 Minamurra 26 0.61 0.30
2533 Kiama 415 6.60 4.86
2534 Gerringong 108 3.80 1.26
2535 Other 12 0.14
M o r b id it y  p r e v a l e n c e  r a t e s  f o r  t h e  a g e d
From the fuller spectrum of client ages within the discharge data collected over a 
three month period from the lllawarra Area Health Service, the aged can be 
extracted to contribute to their specific health profile. Reconfiguration of data in this 
way provides insight into utilisation of local lllawarra public health services by the 
aged.
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T a b l e  4.6 Demographic profile of aged clients of IAHS
% male %female
Age Males clients Females clients Total
65-74 6405 5.66 7517 6.71 13922
75+ 2704 2.38 4482 4.00 7186
Total: 9109 8.04 11999 10.71 21108 or
9.4%
72.5% of all clients during that period were Australian-borne and 10.06% were 
from the United Kingdom. The lllawarra area is known to have an ethnic population 
of 15.98% (35993 people) born in non-English Speaking countries (Eagar and 
Went 1989). The other 1.46% are from other English-speaking countries. 
Multicultural societies such as Australia, and culturally pluralistic communities such 
as the lllawarra have positive values beyond geographic definition of their 
backgrounds.
Gladdish (1979) advises that for cultures to live together in harmony not only 
mutual understanding of the problems faced by the groups concerned but a 
resolution of mutual fears is essential. Shared concerns about health and systems 
that support health go beyond cultural delineations made obvious through 
language, politics and the arts. The apparent non-representativeness of a large 
element of the community as customers of an essential service, presents a further 
area that could be researched to identify the reasons underlying decisions by 
some parts of the migrant community not to use the public health system.
R e a s o n s  fo r  a g e d  a d m is s io n  t o  t h e  p u b l ic  h o s p it a l  s y s t e m
Under the ICD9-CM categories, the reasons for admission, diagnosis category 
and the medical procedures given during the three month survey period, to 
people over age 65 are as shown below. Of interest is the category of people 
having adverse reactions to medical treatment wherein the aged comprise 22%,
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and the dramatic concentration of cardiovascular diagnoses in the lllawarra area with 
almost 61% of those diagnosed being age 65 and over. (See Table 4.7 below)
TABLE 4.7 ICD9-CM categories for IAHS clients
CATEGORY:
EXTERNAL CAUSE OF INJURY:
Age Groups Total Aged as %
65-74 75+ Aged
Clients
of Category 
Clients
Motor Vehicle Accidents 5 8 13 10.56
Adverse Reaction to 
Medical T reatment
8 11 19 2235
Other Accidents 10 - 10 9.09
DIAGNOSIS CATEGORY:
Neoplasms 178 159 337 4228
Circulation Problems 1041 839 1880 60.80
Digestion problems 555 378 933 34.16
Injury and poisons 112 105 217 5.96
Muscle & Bone problems 105 33 138 28.75
MEDICAL PROCEDURES:
Ear, Nose & Throat 23 2 25 3.52
Cardiovascular problems 106 1 107 12.68
Gastrointestinal 98 84 182 1430
It is possible to focus even closer on any one of these categories to locate 
suburbs where health service efforts such as community health nursing may be 
concentrated for specific health problems, for example, gastrointestinal problems 
and their medical treatment. Hospitalisations across New South Wales for the 
ICD-9 CM classification of Digestive diagnoses shows admission rate increasing 
with client ages.
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Table 4.8 Hospitalisation of the senior citizens with digestive diagnoses 
under ICD-9CM for New South Wales (Karmel, 1992)
Age 55-64 Age 65-74 Age 75+
Men 41.2 54.8 70.9
Women 33.1 41.4 54.6
Information on the aged afflicted by digestive problems and treated in the lllawarra 
public health system, appears in the table below.
Table  4.9 Digestive Diagnoses per 100 patients aged 65+ Years 
seen by the IAHS over a three month period.
Postcode
2500
Diagnoses/100 patients 
Aged 65+ years *
Suburbs
Wollongong 7.97
2501 Cringila 2.00
2502 Warrawong 5.35 .
2503 Windang 8.97
2504 Primbee 3.64
2505 Port Kembla 6.38
2506 Berkeley 2.16
2508 Helensburgh 7.69
2509-14 Stanwell Park 50.00
2515
Scarborough/Wombarra
Coledale/Austinmer
Thirroul 11.57
2516 Bulli 6.90
2517 Woonona 7.34
2518 Bellambi/Corrimal 5.36
2519 Fairy Meadow/Balgownie 7.52
2525 Figtree 3.72
2526 Unanderra 6.02
2527 Albion Park 2.17
2528 Warilla 2.88
2529 Shellharbour 7.08
2530 Dapto 2.36
2531-32 Dunmore/Minamurra -
2533 Kiama 8.43
2534 Gerringong 22.22
* Proportions exceed 100% because of multiple digestive diagnoses in some patients
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The community and social issues of deciding who should be responsible for the 
health and welfare of the aged are central to the quality of life that is and will be 
available for senior citizens. As can be seen in the various policy and legislative 
developments over the past decade, economic and social constraints are 
increasing and this trend will continue into the future, resulting in the exclusion of 
more and more elderly people from health services and welfare support.
Within this context, the validity of any claims made by the aged for assistance is 
more likely to be judged in terms of the service providers’ ability to meet 
demands than on the existence of need within the community. The extent of 
services provided, and access to them will be subject to criteria that reflect 
dominant social values rather than attempts to meet all of the needs of any 
particular group. Technology does not have the answers to the problems faced 
by aged people and their carers, and the current revisionism that is occurring in the 
public health system mitigates against the type of holistic services that are 
necessary if the aged are to have an opportunity to live lives that generate some 
satisfaction and comfort.
Profiling the aged as a sub-group within a community highlights the many age- 
specific difficulties faced by this group and their families and carers. Selection of 
indicators that demonstrate appropriate aspects of health for this group is both 
guided by and restricted by approaches taken to profile the entire community. As 
a sub-group the aged must be shown within a context of the social structure and 
as part of various community processes. Not to do so artificially separates senior 
citizens from the reality of community life, and yet the similarities and differences 
between younger and older people must be given credence.
Functional status becomes increasingly important as people age, therefore 
indicators of health must include measures of ability and disability and changes in
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the need for health and other supportive services. These will have an effect on 
lifestyle options amongst a group of Australians noted for their optimism about 
health and the ir general readiness to take steps to self-treat (Ory 1988). 
Economic and social planning for these options is a responsibility able to be met 
effectively by a competent community. Social aspects of multicultural life should 
not result in certain groups being disadvantaged over others through culturally 
insensitive processes or poverty. Combined outcomes of these strategies will 
be reflected in an environment that is free of hazards and arranged in a way that is 
equitable to all community groups. Senior citizens are just one of these groups.
C o m m u n it y  a p p r o a c h e s  t o  a g e d  c it iz e n s  - c o n c l u s io n s
The relationship between community caregiving and the ability of citizens to 
undertake this increasingly complex responsibility is likely to become a matter of 
social concern in the 1990s as people try to maintain their paid employment and 
give care to vulnerable family members. Caregiving to the aged and disabled will 
have to compete with demands made by other groups such as child care, 
developm ental disability or HIV or any other group of people vying for 
community resources. Success of some groups in securing public sympathy and 
the funding that follows this, will have the effect of relegating other groups to 
second class status simply because of the lack of popularity associated with their 
cause.
The relationship between employment and home-based care-giving has been 
affected by the growth of opportunities for married women to participate in paid 
employment, at a time when the numbers of people in the 75+ and 85+ age 
groups has also risen (Glendenning 1992). There is and will remain, a crisis facing 
caregivers in Australia, and this is not because of a reluctance of families to 
undertake care of the aged. Parker is quoted by Glendenning (1992:105) as 
claiming that, “...despite increased rates o f participation in the labour market,
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women do no less caring than in the past; indeed it seems that they do more. 
Paid em ploym ent outside the home appears to have very little effect on the 
extent o f caring responsibility taken on.”
The adverse aspects of caregiving include economic burdens as well as the 
detrimental effects on the carers health. The costing of care by the community must 
therefore include the potential costs borne by the individual carers and the families 
in terms of employment opportunities foregone and the restrictions on wage 
earning resulting from exhaustion and stress-related illness. These aspects are 
mostly hidden costs but they should not be overlooked when examining the 
economic arguments for policies that restrict access to institutional services for the 
aged. Evidence of healthy public policy on the aged can be seen in the extent to 
which the government values the health of the aged and their caregivers (Draper 
and Dennis 1987). This aspect of aged care has not been addressed in any 
depth here but would provide interesting perspectives of the real value attached 
by those in power to senior citizens.
Inequities in health are related to social and environmental inequities that can be 
acted upon if the community is competent in caring for its own health and well­
being. Many sub-groups within communities are disadvantaged through inequities 
and include the aged, disabled, ethnic minorities and the unemployed. Many of 
the problems faced by these groups relate to the dominant community value 
systems and the manifestation of these values in the distribution of health support 
services and the accessibility of these supports to those in most need. Urban 
planning of the physical environment can have the effect of safeguarding equity in 
terms of being able to participate in the governance of the community; or simply 
having ease and safety of access to public recreation facilities.
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The lllawarra region has undertaken to work towards these goals in the Healthy 
Cities lllawarra project. Through the various task forces this area is examining the 
problems that are affecting health and are enhancing the effectiveness of 
com munity services in safeguarding community health. Strategies include 
community participation and programs that respond to needs identified by those 
communities; primary health care services that assist underprivileged groups and, 
by heightening the awareness of the general public, generating efforts at all levels 
against lifestyle risk factors to health. These local efforts are consistent with 
strategies proposed by Berg and Diderichsen (1989) as a political framework for 
reducing health inequalities.
D ig it a l  C a r t o g r a p h y
Providing accessible and relevant community health profiles
There are advantages and limitations in presenting information in cartographic form 
and this are discussed in depth below. Digital cartographic techniques use 
computer software designed to generate maps based on tabled data, several of 
which have been included in earlier chapters. It is necessary however to briefly 
explain at this stage of the thesis that cartographic techniques have some 
limitations in that they are unable to support detailed analyses of the mapped 
variables. Limitations of the data are that it relates only to the lllawarra area while 
often the factors influencing health are not limited to the local area. It is also important 
to note that environmental information can be geographically distributed but this 
does not necessarily inform the reader of the health impact of such proximities.
This form of presentation makes a major contribution by describing the main 
features in a spatial distribution and offering an explanation for the patterns that 
appear. Another advantage lies in the ease of creating spatial displays of non­
standard and even incomplete information on particular variables. Categories of 
data can be selected to establish a profile or matrix which covers such health
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impacting aspects of community life as demographics; health care system; 
lifestyles; environment; and community competence. The concept of an analysis 
matrix emerged from reading of Dever’s comprehensive approach to analysing 
community health (Dever 1975).
It is clear from the preceding discussion that one of the more pressing needs of 
com m unity health managers and workers is to gain access to timely, 
comprehensive and readily interpretable information about the communities in 
which they practice. Community health has always been a field that has been able 
to respond quickly to changes in population health requirements. Much of this 
service sensitivity has emerged from direct and intimate contact between health 
workers and the communities they serve. However as Ratcliffe and Gonzales-del- 
Valle (1988) observed, those who identify and define a problem are not typically 
‘in’ or ‘o f the problem. This has implications for the validity of projects undertaken 
based on the area defined as a problem worthy of study. Community-based 
health workers are in a position to detect early changes within their communities 
and with the support of their organisations, could respond appropriately to 
minimise or treat the problem in its early stages. For this to occur, information must 
be available that allows for correlation of variables thought to be part of the issues 
as well as a facility for fast screening of relationships between other, less obvious 
variables. Variables to be examined are selected on the basis of the problem as 
defined, and the underlying theory driving the research process. Selection of an 
inappropriate conceptual model results in systemic error throughout the process 
and casts doubts upon any research findings or conclusions. The consequences of 
such an error must be considered critically and steps taken to reduce or at least 
acknowledge the limitations of the process so that users of the information will be 
aware of both the definitional and theoretical basis used in the research.
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In more recent times however, there has been a tendency for management to 
centralise and aggregate community information with that of the institutional health 
sector thus limiting the availability of contextually relevant data. Health industry 
leaders, planners and researchers have grown accustomed to working with 
comprehensive numerical expressions of health status. The purposes of these 
data sources range from empirical evaluation of health programs based on 
aggregated inputs and outcomes; sensitive estimation of probable effects of 
programs, policies and resources; and comparison of the health and illness status 
of different populations over time (Kaplan and Berry 1976). Access to central 
area digital data is restricted to a large extent and this constrains community 
workers who must base their practise on the results of local surveys (if any) and 
armchair wisdom. This alternative approach is supported by Aitken, Cutter, Foote 
and Sell (1989) who postulate that by focusing on the individual and examining 
the dynam ic interdependence between people and places, a better 
understanding of the interface between people and environments can be gained.
There are several problems associated with over-reliance on spatial analysis and 
location theories and the relationships between people and the ir local 
environments. These problems include doubts about the internal validity of rating 
scales and the difficulties in replicating studies presented as maps. However if the 
parameters for interpretation of spatial and locational information is made clear, then 
the user of the information should be able to interpret the findings as either stable 
images of variables or dynamic states, and decide whether data aggregation has 
reduced the value of the findings for the local context. Geographic continuity when 
correlating two or more variables is also an area justifying interpretive caution. 
Variables examined in an attempt to profile the health of a particular community are 
not necessarily independent statistical units. Presented cartographically, these 
variables can be made to appear as simple patterns and it is tempting to assume 
strong correlations between the variables - or equally, that there is no strong
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correlation. The danger of automatically including other variables within the one 
being targeted is a matter needing care in the computational stages of data 
manipulation. Huel, Petiot and Lazar (1986) recommend that these types of 
problems can be overcome by ensuring that the distance between zones or 
spatial areas are defined and a threshold beyond which adjacent zones cannot be 
grouped is chosen. The major benefits of mapping variables carefully, is that new 
patterns of associations may emerge and this can form the basis for more in-depth 
epidem iological investigations into possible causal relationships between 
variables.
W hile taking care to recognise the technological constraints imposed by 
cartographic techniques on the collection and processing of health indicators 
suitable for mapping, it is clear that presenting information in this way capitalises on 
the ability of the human brain to scan and interpret a battery of maps more quickly 
than complex and powerful computer software. Goodchild (1988) applauds 
cartographic technology as an advance in information storage and retrieval even 
though it is ineffective as a basis for numerical analysis. The limitations of 
cartography have attracted considerable comment within the literature over the 
past decade (Bentler and Bonett 1980; Murtagh 1985; Huel, Petiot et al. 1986; 
Couclelis 1986; and Aitken and Bjorklund 1988). However throughout this critical 
commentary, the development of digital cartographic technology has been 
applauded as means of overcoming the graphic lim itations of traditional 
cartography. Digital techniques are also seen as a way to overcome the long-held 
statistical assumptions that variables within a spatial context are able to be 
examined independently of one another.
If everything within a community is related in some way to everything else within 
the defined space and place, then the problems inherent in establishing a static 
and comprehensive view of the community can be appreciated more fully. In the
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final analysis, it is the interpretation made by the end-user that brings value to a 
cartographic or mapped profile of the community. Maps display spatial 
distributions of variables that can be clustered because of a similarity in their 
values. If the variables studied emerge from a theoretical paradigm that reflects 
community values and perceptions; and if care is taken to avoid autocorrelation of 
variables and any relational assumptions about spatial patterns, then the end-user 
can bring meaning to the maps presented. Gatrell (1985) warns that even where 
all care is taken in clustering variables, there is still a 5% chance that any relational 
patterns between mapped variables might have arisen from chance.
Any analysis of a community or region must focus on the phenomena arising 
predominantly from human behaviour and this is unable to be standardised or 
predicted (Noronha and Goodchild 1992:86-102). Under the operational definition 
used in this study, that is, Health is a resource for living and community health 
refers to a com m unity ability to seek and use this resource in preventive, 
protective and curative ways within the context of social, cultural and environmental 
sensitivity.. .it is expected that human behaviour, biased by locational and social 
characteristics, will act as the major determinant of a community’s health.
The combination of human behaviour and the community structures within which 
choices about health are made, supports the context for community health. 
Depending on their experiences and information available to them, people will 
undertake incremental change to their behaviour and socio-cultural structures. 
Murphy (1991) agrees that concepts of region, place and locale warrant attention 
when considering human behaviour within social constructs. This is particularly true if 
there is a link between the social indicator of health (such as the education of 
women) and the socio-cultural and geographic characteristics of the region or 
community. Concerns expressed by Forrest and Poulsen (1986) about the 
development of urban social atlases in Australia underpin the need for combining
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theoretical elements of geography and society and a move away from the strictly 
empirical approach to community analysis. Compiling a social atlas or a specific 
theme atlas such as the Health Atlas of the lllawarra involves considerable variety 
and amounts of information that would be almost impossible to manage without 
the aid of com puter technology. With this technology, there is also the 
opportunity to include secondary data with the primary research about the 
com m unity. Smith & Barton (1992) recommended also the inclusion of 
ethnographic data to provide rich, contextual elements to the computed research 
results.
Technological advances in making population data available at the personal 
computer level has opened the area of community data to the point where it is 
expected that information will be available on specific and aggregated variables of 
interest to the person making the inquiry. This expectation can be met using 
electronic atlases drawing upon established data bases such as the census, as 
well as being able to accept and process primary data collected by the person 
wishing to view it in cartographic form.
The process of generating and updating an electronic health atlas can be 
perceived in terms of its utility and cost-effectiveness for health workers and others 
residing in the local community. The predictions of Forrest and Poulsen (1986) are 
now in effect. Electronic maps are able to be generated to suit all specifications of 
the researcher. Area can be set in terms of population, region, local government 
area, census collectors districts or postcodes. Maps can be combined or stacked 
to highlight similarities of patterns and to draw attention to particular aspects of the 
information. Expert systems guide data entry and structure the processing of 
material to ensure validity and reliability of methods used to generate maps and 
also to interpret and analyse them. Output devices are now of a high standard
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and maps can be printed in high quality colour, and even broken into print-ready 
sections for publication.
During the time the Health Atlas of the lllawarra was being developed, computer 
cartographic programs were beginning to satisfy the particular professional needs 
of cartographers, despite the slower development of less expensive, small 
output devices capable of producing high quality coloured prints from the on­
screen maps. The Health Atlas of the lllawarra was constructed using Supermap 
to access a CD-ROM database of the 1986 Population Census of Australia, and 
then to calculate the variables and set class boundaries and number of classes; 
and Pizazz to enhance the production of the maps with colour and shading 
gradations. Another electronic atlas produced around that time was the Electronic 
Social Atlas of Ageing in Victoria using the LAMM microcomputer package 
(Howe, Newton and Sharwood 1987).
The true potential of this information technology lies in the accessibility of current 
and relevant information about the local community. Technological enrichment of 
community information ranging from needs assessment to program effectiveness 
will offer professionals and other residents of the community an opportunity to 
understand the strengths and resources of the local area as well as identifying the 
type and extent of limitations that could impact on the good health the community. 
Nursing is just one area of health services that could benefit from these 
developments. With such a resource, more effective management of community 
health services and an increased involvement by residents in the planning and 
governance of their communities can be expected.
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The original goal of this thesis was to consider theoretical and technical aspects of 
profiling the health of a community. The Health Atlas of the lllawarra project 
provided a focus for this consideration as it allowed for incorporation of findings that 
emerged during the process of selection, manipulation and presentation of a 
community health profile.
In this thesis presentation of examples of community health indicators and various 
approaches to collecting standard and non-standard data bring to the study of 
community health an extended conceptualisation of this phenomenon as well as 
presenting the findings in ways accessible to the general population. The 
indicators and methods chosen for this purpose support the value of presenting 
comprehensive dimensions of community health in an accessible format.
The driving emphasis of the information is on the local context without comparative 
reference to other communities. Comparative material with state or national 
statistics has not been featured to allow for a tight focus on the strengths and 
weaknesses of a local community.
This thesis identifies those aspects of community existence that contribute to the 
general working of the system. In terms of research value, the nature of community 
health has been defined in positive terms and an eclectic theoretical model has 
been developed to support this and future research into this phenomenon. The 
research issues presented here are valuable considerations in identifying target 
groups requiring servicing, or even groups who would benefit from health 
promotional and educational programs. By highlighting the strengths within a 
community local people and professionals can value and take steps to preserve 
essential and unique aspects of community existence.
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Public and professional interest has been shown in this project as a resource for 
community participation. The existence of consultative bodies and channels for 
com munity participation in decisions about health services and allocation of 
resources is described here as an indicator of healthy community activity. Such a 
resource could be used to provide contextual information within health service 
utilisation could be examined.
Examination of unusual data sources such as police intervention and lists of 
community organisations creates a data base with which the community can 
identify, and therefore provides an introduction to a more liberal field of research 
interest. Whether or not these unusual sources of community information contribute 
to the understanding of community health, is a question that depends for an answer 
on future research. Consideration of these profiling approaches is supported by 
the findings that that community is concerned about comprehensive issues that 
impact on the health of its citizens. The material presented here is envisaged as 
augmenting existing standard approaches to constructing a community health 
profile where areas for future research might be identified.
Considerations of research approaches and data presentation have relied upon 
the theoretical model and an operational definition of community health. That is: 
Health is a resource for living and community health refers to a community‘s ability 
to seek and use this resource in preventive, protective and curative ways within the 
context of social, cultural and environmental sensitivity.
Health as a positive concept is well-supported in the theoretical framework offered 
in this thesis. Triangulation of a variety of data types adds a qualitative dimension 
to the curative focus of the biomedical model, and the deductive approach of the 
epidem io logica l model. The theoretical model presented in this thesis 
demonstrates the interrelatedness of health inequalities could provide a stimulus for
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systematic changes to lifestyle, health care, social environments and physical 
environments. It is derived from a broad knowledge base and depends on realistic 
interpretations of the various categories of indicators. This framework highlights the 
crucial interrelationship between people and their environments and combines 
standard data collections of morbidity and service utilisation data. Routine, standard 
studies that support health managment and policy are able to be enhanced by the 
addition of the non-standard material examined in this thesis. Such combinations of 
information provide a richer information resource about a defined community 
enabling spatial patterns of variables to emerge. Once established, ongoing 
review and revision of the community health patterns is possible. This could be 
establised to supply updated data that describe changes in the community or its 
subgroups over time.
Several indicators that a community is healthy have been examined in terms of 
theory and research techniques. Further research needs to be done to develop 
this system of health indicators. Indicators must be sensitive to the presence of 
balanced health and/or health problems, as defined within a theoretical framework 
as has been presented in this thesis. From the detailed examination of issues 
surrounding community health indicators it is clear that several areas of compromise 
exists. Aggregation of data and a focus on contextual relevance add weight to the 
descriptive nature of research findings on the community’s health.
Reliance on the unique perception of various professionals about community 
health behaviours and indicators has been justified in this thesis. Community health 
nurses, medical practitioners, dentists and police officers combine to create a 
powerful key informant group who hold considered views about the community’s 
ability to deal with its problems, and about the various clients each group serves. 
While the opinions of these key informants can be regarded as speculative, it is 
important to note that resources are allocated based on the assessments made by
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such community figures and realistically, their opintions on the health, abilities or 
otherwise of community members must be respected.
This thesis posits that a community health profile provides valuable information to 
the local community. Because of this, the process is an active, frequently political 
and consciously challenging one. Responses to the Health Atlas of the lllawarra 
from the general public, the media and other professionals have verified much of 
the information presented and has created an expectation that the profile will be 
repeated at a later date to add a temporal dimension to the community health 
profile. Information from various sources within a conceptually manageable context 
goes some way towards providing this opportunity to the general public. The 
lim itations of this approach are that such profiles indicate the health of the 
community but fall somewhat short of explaining how or why a community might 
be behaving in a healthy or non-healthy way. Future attempts to explain such 
behaviours could include research guided by these spatial patterns in the 
community health profile, into the causal linkages indicated.
Critical information about a community, presented in cartographic form is able to be 
understood by members of the general public. A broad cross section of the 
community is better able to understand factors that combine to have an impact on 
their individual and collective health. In this way the value of community health 
profiles is that issues of concern about environmental, social and health related 
factors combine to highlight positive and negative health results and allow the 
community to participate in issues that impact on their health.
r e c o m m e n d a t io n s
1. Further research into indicators of community health
Resource allocation and service efficiency are areas that are generally not 
researched in terms of health outcomes and this is one area that has been of
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interest in this thesis. If the community is indeed healthy, then the outcomes of 
projects that attract public funding must be evaluated in terms of positive health - or 
at least a diminishing need for interventionist services. Further qualitative research 
must be done to clarify the processes and outcomes of medical and nursing 
diagnosis and treatment. Research into these questions would need to assess the 
impact of hospital and community-based treatment on the perceptions of health 
held by the ir clients, as well as the achievement of desired outcomes in 
professional terms. Inequities in the distribution of health-related services are also 
of some interest and perhaps concern.
2. Ongoing system for monitoring community health
There is no effective system for monitoring several aspects of community health in 
terms of competence and health outcomes. Difficulties relate to the lack of 
inform ation collected on healthy people or indicators of people’s health 
experiences or health outcomes linked to the distribution of health resources of the 
community. While services have not been evaluated in this thesis in terms of 
health benefits derived from services given, it would be valuable to participate in a 
community-oriented quality assurance system offering oportunities for studying 
client perceptions of health services and outcomes. If community health and related 
processes were to be monitored and assessed, indicators independent of health 
breakdown measures would be essential. One way of achieving this perspective 
would be to revisit some of the indicators presented here, and add a temporal 
perspective to the data.
3. Addition of further landscape data to the profile
Another area of study that would contribute significantly to a comprehensive 
community profile is geography. Geographic features of the community have an 
impact on health options. Tidal, wind and climatic patterns have a direct influence on 
the locality in terms of dealing effectively with pollution and other health-enhancing
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community activities. Transport routes through certain parts of the urban residential 
areas; location of industry and recreation areas are obvious examples of this.
These physical and social geographic features can be researched, mapped and 
com pared with other mapped variables to support conclusions about their 
influences on health and ill-health. The problems associated with triangulating data 
using a variety of philosophical perspectives and research approaches have been 
overcome to a large extent by combining them in a geographic spatial matrix and 
presenting them in cartographic form.
4. Expansion of data w ithin spatial matrices on community health
The goal of the Health Atlas of the lllawarra was to display the nature of single 
spatial distributions of health indicators, as well as the covariance of different 
distributions at the same period of time. This has been achieved and it is possible 
that further research could add more layers of information to the spatial matrix to 
serve the interests of the community. As the layers increase, the validity of the 
profile in terms of correlation and depth of field is also enhanced.
5. Evaluation of community participation in terms of health outcomes.
An area of particular interest is community participation in terms of outcomes for 
community health. Crucial issues such as the ways in which community participation 
is facilitated, and who the people are from the community involved, could be 
studied to determine the extent of community competence in achieving health 
benefits for the communities they represent.
6. Investigate possible syndrome of women’s health being linked 
to cultural stereotypes; education; poverty and medical 
overservicing.
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Medical management and the patterns of services to women has also featured in 
many of the studies conducted on the llawarra community. It has been interesting 
to note the extent to which women as a lone group undergo medical procedures 
and this is an area that could bear closer research to discover the reasons for such 
an intensive need for medical intervention exists among women of the lllawarra. 
Further study could be undertaken to identify the ages of local women having most 
difficulty with childbirth and requiring medical intervention in this normal female. If a 
link cold be established between socio-economic disadvantage and complicated 
confinem ent this would support allocation of resources for more focused 
community-based education and prenatal care. If no link is found, medical/obstetric 
decision-m aking processes could be studied to find patterns in childbirth 
management that rationalise the extent of medical intervention.
285
References
REFERENCE LIST
286
References
Agnew, J. A. (1989). “The Devaluation of Place in Social Science.” The Power 
o f Place: Bringing together Geographical and Sociological 
Imaginations. Boston, Unwin Hyman. 1:29.
Agnew, J. A. and Duncan, J. S. (1989). "The Power of Place: bringing together 
geographical and sociological imaginations.” The Power o f Place: 
bringing toge ther geographical and socio log ica l imaginations. 
Boston, Unwin Hyman. 1:29.
Agudelo, S. F. (1992). “V iolence and Health: Prelim inary Elements for 
Thought and Action.” International Journal o f Health Sen/ices 22:2, 
365-376.
Aitken, S. C. and Bjorklund, E. M. (1988). ‘Transactional and Transformational 
T heories  in B ehavioura l G eography.” The P ro fe s s io n a l 
Geographer 40:1, 54-64.
Aitken, S. C., Cutter, S. I., Foote, R. D. and Sell, J . L. (1989). “Environmental 
Perception and Behavioural Geography.” Geography in America. 
Columbus, Ohio, Merril Publishing Co. 218-238.
Baines, E. M. and Oglesby, F. M. (1992). “The Elderly as Caregivers of the 
Elderly.” International Journal o f Holistic Nursing Practice. 7:1, 61­
69.
Bates, E. and Linder-Lopez, S. (1988). Health Care Issues. Sydney, Allen & 
Unwin.
Baum, F. (1990). “The new public health: force for change or reaction?” 
Health Promotion International 5:2, 145-150.
Bentler, P. M. and Bonett, D. G. (1980). “Significance Tests and Goodness of 
Fit in the Analysis of Covariance Structures.” Psychological Bulletin 
88:3, 588-606.
Berg, L. and Diderichsen, F. (1989). “Some Examples of inequity in Health - 
Sweden.” Health Promotion 4:2, 151 -153.
287
References
Bergner, M. (1976). ‘The Sickness Impact Profile: conceptual formulation and 
methodology for the development of a health status measure.” 
International Journal o f Health Services 6, 417.
Bergner, M. and Rothman, M. (1987). “Health Status Measures: An Overview 
and Guide for Selection.” Annual Review o f Public Health 8, 191­
210.
Berry, B. J. L. (1964). “Approaches to Regional Analysis: a synthesis.” Annals 
o f the Association o f American Geographers 54, 2-11.
Bjar&s, G., Haglund, B. J. A. and Rifkin, SI. (1991). “A New approach to 
Community Participation Assessment.” Health Promotion 
International 6:3, 199-206.
Blaxter, M. (1983). “Health Services as a Defence Against the Consequences 
of Poverty in Industria lised Societies.” S ocia l Sciences and  
Medicine 17:16, 1139-1147.
Bracht, N. and Tsouros, A. (1990). “Principles and Strategies of Effective 
Comm unity Participation.” Health Promotion International 5:3, 
199-208.
Braden, C. J. and Herban, N. L. (1976). Com m unity Health: a systems 
approach. New York, Appleton-Century-Crofts.
Brown, R. E. (1991). “Community Action for Health Promotion: A strategy to 
em power individuals and com m unities.” International Journal o f 
Health Services 21:3, 441-456.
Brzezihski, Z. J. (1987). “Environmental Protection”. Measurement in Health 
P rom otion  and  Protection. C openhagen, W HO R egiona l 
Publications. 22, 294-325.
Brzezihski, Z. J. (1987). “Measurement: what and how?” M easurement in 
Health Promotion and Protection. Copenhagen, WHO Regional 
Publications. 22, 103-108.
288
References
Burnley, I. H. (1982). Population, Society and Environm ent in Austra lia: a 
Spatial and Temporal View. Melbourne, Shillington House.
Catford, J. C. (1983). “Positive health indicators - towards a new information 
base for health promotion.” Community Medicine 5, 125-132.
Chen, M. K. (1975). “Aggregated physiological measures of individual and 
group health status.” International Journal o f epidemiology 4, 87­
92.
Christie, D., Gordon, I. and Heller, R. (1990). Epidemiology. Sydney. New 
South Wales University Press. 8-16
Clarke, J. N. (1991). “Media Protrayal of Disease from the Medical, Political 
Economy and Life-style Perspectives.” Qualitative Health Research 
1:3, 287-308.
Clarke, R. and Lowe, F. (1989). “Positive health - some lay perspectives.” 
Health Promotion 3:4, 401-406.
Colantonio, A. (1988). “Lay Concepts of Health.” Health Values 12, 3-7.
Conrad, P. and Walsh, D. C. (1992). “The New Corporate Health Ethic: 
Lifestyle and the Social Control of W ork.” International Journal o f 
Health Services 22:1, 89-111.
Coreil, J. and J. S. Levin (1985). “A Critique of the Life Style Concept in Public 
Health Education.” International Quarterly o f Community Health 
Education 5:2, 103-114.
Cottrell, L. (1977). “The Competent Community.” New Perspectives on the 
American Community. Chicago, Rand McNally.
Couclelis, H. (1986). “A Theoretical Framework for A lternative Models of 
Spatial Decison and Behaviour.” Annals o f the Association o f 
American Geographers 76:1, 95-113.
289
References
De Backer, G., Laaser, U. and Wnezel, H. (1988). “Cardiovascular disease 
surveillance.” Surveillance in Health and D isease . London, Oxford 
University Press. 115-124.
De Bock, A. (1988). “Surveillance for accidents at work” . Surveillance in 
Health and Disease. London, Oxford University Press. 191-201.
Dever, G. E. A. (1975). “An epidemiological model for health policy analysis”.
S oc ia l Ind ica to rs  Research. Dordrecht, Holland, D. Reidel 
Publishing Co. 453-466.
Draper, P. and Dennis, J. (1987). “Valuing Health: social and political 
im plications.” M easurement in Health Promotion and Protection. 
Copenhagen, WHO Regional Publications. 22, 66-73.
Duffy, M. E. (1985). “Designing Nursing Research: the Qualitative-Quantitative 
Debate.” Journal o f Advanced Nursing 10, 225-232.
Duhl, L. (1989). “The Urban Condition.” Journal o f Health Promotion 4:2, 109­
113.
Eagar, K. and W ent, A. (1989). The Health o f the lllaw arra : an 
ep idem io log ica l p ro file  o f the popu la tion  o f the lllawarra. 
Wollongong, Cider Press.
Eylkenbosch, W. J. and Noah, N. D. (1988). Surveillance in Health and  
Disease. London, Oxford University Press.
Fitzgerald, P. (1987). General Practice M orbidity Survey  The Southern 
W ollongong Suburbs Planning Study. Department of Community 
Medicine, University of Sydney.
Forrest, J. and Poulsen, M. F. (1986). “The Urban Socia Atlas Movement in 
Australia.” Australian Geographer 17: 77-84.
France, G. and Barrow, M. M. (1988). “The Home Accident Surveillance 
System .” Surveillance in Health and Disease. London, Oxford 
University Press. 112-207
290
References
Freire, P. (1985). Pedagogy o f the Oppressed. London, Pelican Books. 24.
Froberg, D. and Kane, L. (1989). “Methodology for Measuring Health-State 
Preferences- 2. Scaling methods.” Journal o f C linical Epidemiology 
42:5, 459-471.
Froberg, D. and Kane, R. (1989). “Methodology for Measuring Health-State 
Preferences - 1. Measurement S trategies.” Journal o f C lin ical 
Epidem iology  42:4, 345-354.
Gardner, H. (1989). The Politics o f Health: The Austra lian Experience. 
Melbourne, Churchill Livingstone Press.
G atrell, A. C. (1985). “Any space for spatial analysis?” The Future o f 
Geography. New York, Methuen & Co. 190-208.
Gillies, C. K., McClatchie, G. and Troiani, P. (1987). Caring for a Dependent 
A ged Person in a Non-M etropolitan City. New South Wales 
Department of Health and the lllawarra Area Health Service.
Giroult, E. (1989). “Equity and the Urban Environment.” Health Promotion 4:2, 
83-85.
G laddish, K. R. (1979). “The Political Dynamics of Cultural Minorities.” The 
future o f Cultural Minorities. New York, St. Martin's Press. 161-176.
Glendenning, C. (1992). “Employment and 'Community Care - Policies for the 
1990s.” Work, Employment and Society 6:1, 103-111.
Goeppinger, J., Lassiter, P. G. and Wilcox, B. (1982). “Community Health is 
Community Competence.” Nursing Outlook 30:8), 464-467.
Goldberg, M. and Dab, W. (1987). “Complex indexes for measuring a 
complex phenom enon”. Measurement in Health Promotion and  
Protection. Copenhagen, WHO Regional Publications. 22,174-194.
291
References
Goodchild, M. F. (1988). “Stepping Over the Line: Technological Constraints 
and the New Cartography.” The American Cartographer 15:3, 311­
319.
Grogono, A. J. and Woodgate, D. J. (1971). “ Index for Measuring Health.” 
Lancet 2, 1024-1026.
Groves, D. (1980). “Community Care and Care in the Family: a case for equal 
opportunities.” Journal o f Social Policy 9:4, 506.
Hadorn, D. and Hays, R. (1991). “Multitrate-Multimethod Analysis of Health- 
Related Quality of Life Measures.” Medical Care 29:9, 829-840.
Handcock, T. (1986). “Lalonde & beyond: Looking back at ‘A New Perspective 
on the Health of Canadians’. ” Health Promotion 1:1 ,93-100.
Haug, M. R., Wykle, M. L. and Namazi, H. (1989). “Self-Care Among Older 
Adults.” Social Science & Medicine 29:2, 171-183.
Hayes, M. V. and Willms, S. M. (1990). “Healthy community indicators: the 
perils of the search and the paucity of the find.” Health Promotion 
International 5:2, 161-166.
Helvie, C. O. (1981). Com m unity Health Nursing: Theory and Process. 
Philadelphia, Harper & Row.
Hinds, P. S., Chaves, D. E. and Cypess, S. M. (1992). “Context as a Source of 
Meaning and Understanding.” Qualitative Health Research 2:1, 
61-74.
Hirdes, J. P. and Brown, K. S. (1986). “The association between self-reported 
income and perceived health based on the Ontario Longitudinal 
Study of Aging.” Canadian Journal on Aging 5:3, 189-204.
Holcomb, B. (1986) “Georgraphy and Urban W om en” Journal o f Urban 
Geography 7, 448-456
292
References
Howe, A. L. , Newton, P. and Sharwood, P. (1987). Ageing in Victoria: An 
Electronic Social Atlas. Melbourne, National Research Institute of 
Gerontology and Geriatric Medicine.
Huel, G., Petiot, J. and Lazar, P. (1986). “Algorithm for the Grouping of 
Contiguous Geographical Zones.” Statistics in Medicine 5,171­
181.
Hunt, S. (1988). “Subjective health indicators and health promotion.” Health  
Promotion 3:1,23-34.
Hunt, S. M., McKenna, S. P., McEwan, J., Williams, J. and Papp, E. (1981).
“The Nottingham Health Profile: Subjective Health Status and 
Medical Consultations.” Social Science and Medicine 15A, 221 - 
229.
Idler, E. L. and Angel, R. J. (1990). “Self-rated Health and Mortality in the 
NHANES-1 epidemiologic Follow-up Study.” American Journal o f 
Public Health 80:4, 446-452.
Igoe, J. B. (1991). “Empowerment of Children and Youth for Consumer Self­
care.” American Journal o f Health Promotion 6:1, 55-65.
John, K., Gammon, G. D. and Weissman, M. M. (1987). “Assessment of 
psychosocial status: measures of subjective wellbeing, social 
adjustment and psychiatric symptoms” . Measurement in Health 
P rom otion  nd P ro tec tion . C openhagen, W HO R egional 
Publications. 22.
Kaplan, R. and Berry, C. (1976). “Health Status: Types of Validity and the 
Index of W ell-being.” Health Services Research 11 (Winter), 478­
354.
Kaplan, R. M. and Anderson, J. P. (1988). “A General Health Policy Model: 
Update and Applications.” Health Services Research 23:2, 201­
235.
293
References
Kar, S. B. and Berkanovic , E. (1987). “ Indicators of behaviour conducive to 
health p rom otion” . M easurem ent in H ea lth P rom otion and  
Protection. Copenhagen, WHO Regional Publications. 22, 267­
281.
Kar, S. B., Colmen, W., Bertolli, J. and Berkanovic, E. (1988). “ Indicators of 
Individual and Community Action for Health Prom otion.” H ealth  
Promotion 3:1,59-66.
Karmel, P. (1988). Australia ’s Health: The New Public Health as applied to the 
Austra lian Context. Canberra, Australian Government Printing 
Service (AGPS).
Karmel, P. (1992). A ustra lia ’s Health: The Third B iennia l Report o f the 
Australian Institute o f Health. Canberra, Pirie Printers Pty Ltd for 
AGPS.
Katz, S. (1963). “The ADL Index: a standardized measure of biological and 
psycho log ica l fu n c tio n .” Journa l o f the Am erican M edical 
Association 184, 914-921.
Kaufman, H. (1977). “Toward an interactional conception of community”. New  
Perspectives on the American Community. Chicago, Rand McNally.
Keys, C. L. and Wilson, M. G. A. (1984). The Urban lllawarra: A Social Atlas. 
Wollongong, lllawarra Regional Information Service.
Knight, D. B. (1982). “ Identify and Territory: Geographical Perspectives on 
Nationalism  and Regionalism .” Annals o f the Association o f 
American Geographers 72:4, 514-531.
Kobayashi, M and Mackenzie, S Eds.(1989). Remaking Human Geography 
London, Unwin Hyman. 227-244
Labonte, R. (1991). “ Econology: in tegra ting health and susta inable 
development. Part One: theory and background.” Health Promotion 
International 6:1,49-65.
294
References
Lennie, I. and A. Owen. (1988). Review o f the Com m unity Health Program  
Sydney, Redfern Legal Centre.
Letica, S. and Lang , S. (1989). “ Economic Crisis and Equity in Health.” 
Health Promotion 4:2, 87-90.
Mackenzie, S. (1989). “Restructuring the relations of work and life: Women as 
env ironm en ta l actors, fem in ism  as geograph ica l ana lys is ” . 
Remaking Human Geography. Boston, Unwin Hyman Press. 227­
244.
Macklin, J. (1993). Help Where Help is Needed: continuity o f care fo r people 
with chronic m ental illness. National Health Strategy, Canberra, 
Department of Health Housing and Community Services.
Marriner-Tom ey, A. (1989). “Nursing Theorists and Their Work.” St. Louis, 
Mosby Company.
McDonald, T. (1993). “Aged Care in Perspective - Quo Vadis?” Research in 
Human Capital and Development. Middlesex, England, Jai Press 
Inc. 1, 9 3 -1 1 5 .
McDonald, T. T. A. and Wilson , M. G. A. (1991). The Health Atlas o f the 
lllaw rra : W ollongong, Kiama and Shellharbour. W ollongong, 
Healthy Cities lllawarra.
McEwan, J., Hunt, S. M. and McKenna, S.P. (1987). “A measure of perceived 
health: the Nottingham health profile” . M easurem ent in Health  
P rom o tion  and  P ro tection . C openhagen, W HO Regional 
Publications. 22, 590-603.
McKenzie, D. (1991). “A Proposed Prototype for Identifying and Correcting 
Sources of Measurement Error in Classification Systems.” Medical 
Care 29:6, 521-530.
McKinlay, J. B., McKinlay, S. M., Jennings, S. and Grant, K. (1983). Mortality, 
“Morbidity and the Inverse Care Law”. Cities and Sickness: Health 
Care in Urban America. Beverly Hills, Sage Publications. 99-138.
295
References
McQueen, D. and Noak, H. (1988). “Health Promotion Indicators: Current 
Status, Issues and Problems.” Health Promotion 3:1, 117-125.
Mikesell, M. W. and Murphy, A. B. (1991). “A Framework for Comparative 
Study of Minority-Group Aspirations.” Annals o f the Association o f 
American Geographers 81:4, 581-604.
Miles, I. (1985). Social Indicators for Human Development. Exeter, SRP 
Publications Ltd.
Milio, N. (1990). “Healthy C ities: the new public health and supportive 
research.” Health Promotion International 5:4, 291-297.
Mitchell, P. H., Gallucci, B. and Fought, S. G. (1991). “Perspectives on Human 
Response to Health and Illness.” Nursing Outlook 39:4, 154-157.
M ontoya-Aguilar, C. (1987). “Appropriate provision and management of 
serv ices.” M easurem ent in Health P rom otion and Protection. 
Copenhagen, WHO Regional Publications. 22, 326-340.
Mootz, M. (1988). “Health (promotion) Indicators: realistic and unrealistic 
expectations.” Health Promotion 3:1, 79-84.
Morse, J. (1991). “Evaluating Qualitative Research.” Q ualitative Health  
Research 1:3, 283-286.
Mowbray, P. (1978). WHO Alma Ata Conference on Primary Health Care. 
World Health Organisation. Unpublished paper.
Muecke, M. A. (1991). “Community Health Diagnosis in Nursing”. Readings in 
Comm unity Health Nursing. Philadelphia, J. B. Lippincott. 4, 170­
186.
Murphy, A. B. (1991). “Regions as social constructs: the gap between theory 
and practice.” Progress in Human Geography 15:1,22-35.
296
References
M urtagh, F. (1985). “A Survey of A lgorithm s for Contiguity-constrained 
Clusterings and Related Problems.” The Com puter Journal 28:1, 
82-88.
Newton, G. (1991). Self-Help Groups - Can they help? R eadings in  
Com m unity Health Nusing. Philadelphia, J. B. Lippincott. 4, 490­
497.
Nicholas, D. R. and Gobble, D. C. (1991). “World Views, Systems Theory and 
Health Promotion.” American Journal o f Health Promotion 6:1, 30­
34.
Noack, H. (1987). “Concepts of health and health promotion.” Measurement in 
Health Prom otion & Protection. Copenhagen, WHO Regional 
Publications. 22, 5-28.
Noack, H. and Abelin, T. (1987). “Conceptual and methodological aspects of 
measurement in health and health promotion” . M easurem ent in 
Health Promotion and Protection. Copenhagen, WHO Regional 
Publications. 22, 89-101.
Noack, H. and McQueen, D. (1988). “Towards Health Promotion Indicators.” 
Health Promotion 3:1,73-78.
Noronha, V. T. and Goodchild , M. F. (1992). “ Modeling Interregional 
Interaction: Implications for Defining Functional Regions.” Annals o f 
the Association o f American Geographers 82:1,86-102.
Nutbeam, D. (1991). “ Re-orienting health services: moving from service 
management to health outcomes.” Health Promotion International 
6:3, 169-171.
O ’Neill, M. (1992). “Community Participation in Quebec’s Health System: A 
S trategy to Curtail Com m unity Developm ent?” In te rn a tio n a l 
Journal o f Health Services 22:2, 287-301.
297
References
Ory, M. G. (1988). “Considerations in the developm ent of age-sensitive 
indicators for assessing health promotion.” Health Promotion 3:2, 
139-150.
Pollard, A. H., Yusuf, F. and Pollard, G.N. (1981). 2nd. ed. D em ograph ic  
techniques. Sydney, Pergamon Press. 4-10
Ratcliffe, J. W. and Gonzalez-del-Valle A. (1988). “ Rigor in Health-related 
Research: Toward an Expanded Conceptualization.” International 
Journal o f Health Services 18:3, 361-392.
Relph, E. (1989). “Responsive methods, geographical imagination and the 
study of landscapes.” Rem aking Hum an G eography. Boston, 
Unwin Hyman. 149-163.
Rodgers, S. S. (1991). “Community as Client - a multivariate model for 
analysis of community and aggregate health risk”. Readings in 
Com m unity Health Nursing. Philadelphia, J. B. Lippincott. 4, 187­
200.
Rowland, A. J. and Cooper, P. (1983). Environm ent and Health. London, 
Edward Arnold Pty Ltd.
Rutstein, D. D. (1987). “Monitoring progress and failure: sentinel health 
events: unnecessary diseases, disabilities and untimely deaths” . 
M easurem ent in Health Prmotion and Protection. Copenhagen, 
WHO Regional Publications. 22, 195-212.
Shamansky, S. L. and Peznecker, B. (1991). “A community is ....” Readings 
in Com m unity Health Nursing . Philadelphia, J. B. Lippincott. 4, 
155-161.
Shoultz, J., Hatcher, P. A. and Hurrell, M. (1992). “Growing Edges of a New 
Paradigm: The Future of Nursing in the Health of the Nation.” 
Nursing Outlook 40:2, 57-61.
298
References
Skinner, D. E. and Yett, D. E. (1973). “Debility, index fo r longterm care 
patients.” Health Status Indexes. Chicago, Hospital Research and 
Educational Trust. 181.
Skodol-W ilson, H. and Hutchinson, S. A. (1991). “Triangulation of Qualitative 
Methods: Heideggerian Herm eneutics and Grounded Theory.” 
Qualitative Health Research 1 :2, 263-276.
Smith, A. (1987). “Qualms about QUALYs.” The Lancet (May 16), 1134-1136.
Smith, M. C. and Barton , J. A. (1992). “Technologic Enrichment of a 
Community Needs Assessment.” Nursing Outlook 40:1, 33-37.
Smith, S. M., Lewis, S., Colwell, B.S. and Sniezek, J.E. (1990). “An 
Evaluation of External C ause-of-ln jury Codes Using Hospital 
Records from the Indian Health Service 1985.” American Journal o f 
Public Health 80:3,279-281.
Speedy, S. (1990) Tretise on the value of King’s Theory of Goal Attainment. 
Unpublished paper.
Spuh ler, T. (1988). “ M easuring health resources, health action and 
d im ensions of health : a review  of the Berne W orkshop 
discussions.” Health Promotion 3:1, 111-116.
Spradley, B. W. (1985) 2nd ed. Com m unity Health Nursing Concepts: 
Concepts and Practice Boston, Little Brown and Co.
Stanhope, M. and Lancaster, J. (1992) 3rd ed. Comm unity Health Nursing 
Process and Practice for Promoting Health St. Louis, Mosby Year 
Book. 260
Stern, R. (1990). “Healthy Communities: reflections on building alliances in 
Canada. A view from the middle.” Health Promotion International 
5:3, 225-231.
299
References
Stetz, K. M. (1992). “ Response to 'Caregiving Demands: Their Difficulty and 
Effects on the W ell-being of Elderly Caregivers” .” In te rna tiona l 
Journal o f Scholarly Inquiry for Nursing Practice 6:2, 129-133.
Tarjan, G. (1994). Better Health Outcomes for Australians. National Health 
Goals and Targets Section, Department of Human Services and 
Health.
Tarlov, A. R., Ware, J. E., Greenfield, S., Nelson, E. C., Perrin, E. and Zubkoff, 
M. (1989). “The Medical Outcomes Study: an application of 
methods for monitoring the results of medical care.” Journal o f the 
American Medical Association 262:7, 925-930.
Thorne, S. E. (1991). “Methodological Orthodoxy in Qualitative Nursing 
Research: Analysis of the Issues.” Qualitative Health Research 1:2, 
178-199.
Torrance, G. W. (1986). “Measurement of Health State Utilities for Economic 
Appraisal: a review.” Journal o f Health Economics 5, 1.30.
Trojan, A. (1989). “Benefits of Self-Help Groups: a survey of 232 members 
from 65 disease-related groups.” Social Science & Medicine 29:2, 
225-232.
Vaandrager, H. W., Colomer, C. and Ashton, J. (1992). “ Inequalities in 
Nutritional Choice: a baseline study from Valencia .” H e a lth  
Promotion International 7 :2, 109-118.
Verbrugge, H. P. and W ohlert, M. (1988). “Surveillance of perinatal 
m orbidity.” Surveillance in Health and Disease. London, Oxford 
University Press. 91-100.
Vimpani, G. and Parry, T. Ed. (1989). Community Child Health: an Australian 
Perspective. Melbourne, Churchill Livingstone.
300
References
Walker, A. (1992). “The Persistence of Poverty under Welfare States and the 
Prospects for its Abolition.” International Journal o f Health Services 
22:1, 1-17.
W alker, L. O. and Avant , K. (1983). Strategies for Theory Construction in 
Nursing. Norwalk, Conn. Appleton Century Crofts.
W allhagen, M. I. (1992). “Caregiving Demands: Their Difficulty and Effects on 
the W ell-being of Elderly Caregivers.” In ternational Journa l o f 
Scholarly Inquiry for Nursing Practice 6:2, 111-133.
W einer, J., S tarfie ld , B., S teinwacks, D. and M um ford, L. (1991).
“Development and application of a population-oriented measure of 
ambulatory care case-mix.” Medical Care 29:5, 452-472.
White, K. L. (. (1978). ICD-9-CM: International Classification o f Diseases. 9th 
Revision. Clinical Modification. Michigan, Edwards Brothers Inc.
W hitehead, M. (1991). “The concepts and principles of equity and health,” 
Health Promotion International 6:3, 217-228.
W hitelaw, N. A. and Liang, J. (1991). “The Structure of the OARS Physical 
Health Measures,” Medical Care 29:4, 332-347.
W orld  Health O rganisation (1988). “Zagreb Sym posium  Statem ent - 
September 1988,” Health Promotion 4:2, 177-179.
W orld Health Organisation (1986). Targets for Health for A ll: Targets in 
support o f the European, Copenhagen, WHO Press.
W idaman, K. F. (1985). “Hierarchically Nested Covariance Structure Models 
fo r M u ltitra it-M u ltim e thod  D a ta ,” A p p lie d  P s y c h o lo g ic a l 
Measurement 9:1, 1-26.
W illiams, C. A. (1991). “Making Things Happen: Community Health Nursing 
and the Policy Arena,” Readings in Community Health Nursing. 4th 
Edn, Philadelphia, J. B. Lippincott. 614-620.
301
References
Wilson, M. G. A. (1991). “Fifty-five Million Dollars a Year,” Paper presented at 
the Institute o f Australian Geographers Conference. University of 
New England, Armidale.
Yoder, P. S. (1991). “Cultural conceptions of illness and the measurement of 
changes in m orb id ity ,” The Health Transition: M ethods and  
M easures. Canberra, The Australian National University Printing 
Service, 43-60.
302
APPENDICES
1. Illawarra Region - Base map showing postcodes ... 304
2. Landscape evidence - Illawarra ... 305
3. W indshield Survey - Selected Illawarra Postcodes ... 311
4 Elem ental Categories o f community health indicators ... 312
5. Population Census Data Groupings ... 315
6 Austra lian Bureau o f Statistics - Census Coding Lists ... 314
7. Com m unity Activ ity Categories - Illawarra 
Com m unity Services Directory ... 317
8. International Classificatio o f Disease Categories ... 321
9. Conference and other presentations ... 322
10. “The Health A tlas o f the Illawarra: 
W ollongong, Kiama and Shellharbour” 
(M onograph 1991) ... Insert
303
Appendices
a p p e n d ix  1.
Illaw arra Region - Base map showing postcodes
l l l a v a r r a  Region -  base map
2508 -  Helensburgh
C o a lc liff/ Otford 
2519 -  Fairy Meadow 
Balgownie 
Reidtown 
Mt.Ousley 
Mt.Pleasant
2525  -  Figtree 
2 5 2 6 - Unanderra
Farmborough Hgt 
M t. Kembla
2506 -  B e rke ley /V es t Wollongong
2530 -  Dapto
Whytes Gully 
Kanahooka
2527  -  Albion Park 
Tongarra 
Albion Park Rail
2533 -  Kiama/Jamberoo
2534 -  Gerringon
2509 -  Stanwell Park 
251 1 -  Scarborough
2512 -  Wombarra
2513 -  Coledale 
251 4 -  Austinmer
2515 -  Thirrou l
2516 -  Bulli/Sandon Point
-—  2517 -  Woonona/Russel Vale 
251 8 -  Bellam bi/Corrim al
T o v radg i /T  arrawanna
2500 -  Wollongong CBD
2501 -  Cringila
2502 -  Warrawong 
Lake Heights 
Lake South
-  Port Kembla 
504 -  Primbee 
2503 -  Windang
2528 -  W arilla /M t.W arriga l
Barrack H gts/Barrack Point
2529 -  Shellharbour/Oak Flats
2531 -  Dunmore
2532 -  Minamurra
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APPENDIX 2.
Landscape evidence - lllawarra
2.1 Major transport routes through the lllawarra region
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2.2  View from  Stanwell Tops South
306
Appendices
2.3 M inam urra Headland
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2.4 View of W ollongong from  Sublime Point lookout
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2.5 Port Kembla docks
Bushrangers Bay at Bass Point
309
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2.6 W ollongong Harbour
Appendices
APPENDIX 3.
W indshie ld  Survey - Selected lllawarra Postcodes
POSTCODE 
Suburbs :
2500 / 2520
Wollongong Coniston Mangerton Mt St Thomas 
Mt Keira Gwynneville K e irav ille
(See p. 95)
POSTCODE 
Suburbs :
2 5 0 2
Warrawong Lake Heights Lake South
W arraw ong: This suburb is growing and real estate is reasonably priced a three 
bedroom fibro home would cost around $90,000 and brick veneer for 
between $130,000 and $140,000
Lake Heights: The is an upmarket suburb with mainly weatherboard, fibro and brick 
veneer homes A three bedroom fibro home would cost around $110,000 
and brick veneer between $140,000 and $150,000
Lake South: There is a growing demand for town houses and many are being built close to 
the ocean Most of the land has been scheduled for development A town house 
would cost between $118,000 and $150,000 while a three bedroom fibro 
home would cost around $110,000
POSTCODE 
Suburbs :
2 5 3 0
Dapto West Dapto Kanahooka
Dapto: This area is in the lower price range but is a good quality area A three 
bedroom brick home would cost around $120,000
West Dapto: This is an ex-state housing estate with homes of fibro, weatherboard and 
brick veneer A three bedroom fibro home would costs around 130,000 
which is an increase of $50,000 in the last year Land prices start at 
around $35,000
Kanahooka: This is one of Wollongong’s better residential suburbs with homes atarting 
at around $200,000
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APPENDIX 4.
Elemental Categories of com m unity health ind icators
ELEMENTAL CATEGORY 1
COMMUNITY COMPETENCE ie. community's ability to set goals, take effective action 
and perceive health in a realistic way 
INDICATORS:
LANDSCAPE AND WINDSHIELD SURVEY 
COMMUNITY ACTIVITY 
POLLUTION task force activities 
CHILDHOOD INJURIES task force activities 
COMMUNITY NEED FOR SUPPORT
Community health nurse utilization 
Nurse assessment of need for:
Community development 
Treatment support 
Physical support 
Emotional support
POLICE INTERVENTION and COMMUNITY STRESS
Illegal drug use; Hooliganism & vandalism; Malicious injury 
Criminal assaults (against women, in the home and on police)
ELEMENTAL CATEGORY 2
HEALTHY ENVIRONMENT ie. socio-economic, political and physical factors 
influencing health 
INDICATORS:
CENSUS PROFILE (Dependent population; Family structures; Ethnicity 
Education and Employment)
ELEMENTAL CATEGORY 3
LIFESTYLE OPTIONS AND CHOICES ie. choices made about leisure, work and 
consumption of health influencing products 
INDICATORS:
DENTAL HEALTH BEHAVIOURS
SCHOOL CHILDREN'S PERCEPTIONS ABOUT NUTRITION AND HEALTH 
CONSUMPTION OF PHARMACEUTICAL PRODUCTS
ELEMENTAL CATEGORY 4
HEALTH CARE SYSTEM ie. system of health care services aimed at curative, 
preventive and restorative support for the local community 
INDICATORS:
UTILISATION OF SECONDARY AND TERTIARY HEALTH TREATMENT SERVICES 
MEDICAL PRACTITIONER SERVICES (GP)
MORBIDITY PREVALENCE RATES in HCS 
DEMOGRAPHICS OF HCS CONSUMERS
Insurance/ financial status; Referral patterns
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APPENDIX 5.
Population Census Data G roupings
Population Census data groups
Locational context 
Region 
Boundaries 
LGA or Postcode 
Land use
Location of industry 
Built-up areas 
Transport routes
Social environment
Housing - type tenure and cost
Population density
Population /  bedroom 
Mobility over past 5 years
Education
Age left school 
Post-school qualifications
Income
Income ranges 
Unemployment
Ethnicity
Family structure
Single parent families 
Dependent children 
Extended families
Religion
Consumption of health services
Non-standard collections
Community participation 
Community activism 
Leisure activities 
Dental services use 
Consumption patterns:
. nutrition
. pharmaceutical products
. illegal drugs
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a p p e n d ix  6.
A ustra lian Bureau of S ta tis tics - Census Coding L ists
ABS 1986 Census of Population and Housing - Australia. 
Small Area Data - Format Codes (Exerpt)
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ABS 1986 CENSUS OF POPULATION AND HOUSING AUSTRALIA
SMALL AREA DATA/ FORMAT CSC 07 PAGE
C08 BIRTHPLACE MALES FEMALES PERSONS PROPX
AUSTRALIA 5976281 6134175 12110456 77.6
ENGLAND( INCL UK UNDEFINED) 445162 435728 880890 5. 6
GERMANY 57043 57767 114810 0 .7
GREECE 70690 66947 137637 0 . 9
INDIA 23752 24068 47820 0. 3
IRELAND(REPUBLIC) 23072 21064 44136 0. 3
ITALY 141383 120495 261878 1.7
LEBANON 29901 26440 56341 0.4
MALAYSIA 23806 23999 47805 0. 3
MALTA 30028 26204 56232 0.4
NETHERLANDS 50920 44175 95095 0 .6
NEW ZEALAND 107321 104349 211670 1.4
POLAND 35829 31847 67676 0.4
SCOTLAND 74419 74716 149135 1.0
SOUTH AFRICACREPUBLIC) 18113 18948 37061 0. 2
USA 22207 20176 42383 0 .3
VIETNAM 45908 37136 83044 0.5
YUGOSLAVIA 81441 68599 150040 1.0
OTHER 383522 380206 763728 4. 9
TOTAL( INCL NOT STATED) 7768313 7833843 15602156 100.0
C09 BIRTHPLACE OF OVERSEAS BORN BY PERIOD OF RESIDENCE
0-4 5 YEARS TOTAL
YEARS OR MORE (INCL NS)
OTHER OCEANIA 79613 175964 1 264421
UK & IRELAND 88308 1011223 1127196
SOUTHERN EUROPE 20892 596552 638242
OTHER EUROPE A USSR 43646 401582 456364
EASTERN . ASIA 35683 50497 88293
SOUTH EASTERN ASIA 97862 138176 240560
SOUTHERN ASIA 21615 61109 84305
WESTERN ASIA(MIDDLE EAST) 15554 103787 122994
SOUTH AMERICA 9517 36394 46697
OTHER AMERICA 23727 44575 69762
AFRICA 21283 85144 108547
TOTAL 457700 2705003 3247381
C12 BIRTHPLACE OF PARENTS OF AUSTRALIAN BORN PERSONS
FATHER AUSTRALIA
OTHER
OCEANIA UKURE STH EUR
AUSTRALIA 9070739 50896 363980 28202
OTHER OCEANIA 69824 18729 7079 541
UK & IRELAND 567432 9795 329994 4321
SOUTHERN EUROPE 120371 1864 11336 411259
OTHER EUROPE & USSR 147904 3501 21179 7455
WESTERN ASIA(MIDDLE EAST) 9868 415 1158 2360
OTHER ASIA 32814 1422 5499 683
SOUTH AMERICA 1997 115 465 509
OTHER AMERICA 19369 561 2694 336
AFRICA 17352 593 3284 3336
TOT AL( INCL NOT STATED) 10135070 89026 752666 461865
AREA SQKM MALES FEMALES PERSONS SHEET 02/07
7713364 7768313 7833843 15602156 PAGE 2
CIO PROFICIENCY IN ENGLISH BY AG E( PER SONS AGED 5 YEARS & OVER 
BORN IN NON ENGLISH SPEAKING COUNTRIES)
5-14
YEARS
15-64
YEARS
65 YEARS 
& OVER
TOTAL
SPEAKS ENGLISH ONLY 
USES OTHER LANGUAGES AND 
SPEAKS ENGLISH:
26852 335236 31835 393923
VERY WELL 39471 467431 31439 538341
WELL 25205 416111 52400 493716
NOT WELL 10804 237688 45180 293672
NOT AT ALL 1862 29828 23011 54701
NOT STATED(PROFICIENCY) 379 5257 924 6560
NOT STATED(QUESTION) 865 738i 2111 10357
TOTAL 105438 1498932 186900 1791270
C l l  LANGUAGES OTHER THAN ENGL ISH/SPOKEN AT HOME 
(EXCLUDES PERSONS AGED 0 -4  YEARS)
MALES FEMALES PERSONS PROP*
ARABIC/LEBANESE 55152 50886 106038 5.2
CHINESE 65183 65586 130769 6 .5
DUTCH 29398 32037 61435 3. 0
FRENCH 24764 26633 51397 2. 5
GERMAN 52863 56583 109446 5.4
GREEK 135187 131881 267068 13.2
ITALIAN 206011 199027 405038 20. 0
MALTESE 29676 28161 57837 2. 9
POLISH 32629 33556 66185 3. 3
SERBIAN,CROATIAN 34398 3221 1 66609 3 .3
SPANISH 35166 34909 70075 3.5
VIETNAMESE 34147 25261 59408 2.9
OTHER 259205 255350 514555 25.4
NOT STATED 28579 28392 56971 2.8
TOTAL 1022358 1000473 2022831 100.0
MOTHER
OTH EUR WESTERN OTHER SOUTH OTHER TOTAL
6 USSR ASIA ASIA AMERICA AMERICA AFRICA (INC N/S)
64983 3425 26631 1614 11881 11017 9663956
1409 118 1311 66 371 345 100241
13846 576 7139 602 2735 3619 943452
14768 2715 2151 1273 704 4012 572838
147848 1233 5569 466 858 1679 339049
1239 64314 400 200 170 862 81363
3009 283 53841 98 227 441 98702
244 71 124 6723 68 75 10454
811 88 341 65 2518 167 27049
1420 848 575 98 157 16104 43934
251775 74233 99007 11317 19832 38663 12110456
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ABS 1986 CENSUS OF POPULATION AND HOUSING AUSTRALIA
SMALL AREA DATA/ FORMAT CSC 07 PAGE
AREA SQKM 
7 7 1 3 3 6 A
MALES FEMALES PERSONS
7768313 78338A3 15602156
SHEET 0 3 /07  
PAGE 3
UJI—*
On
C13 COUPLES BY TYPE OF UN ION( ALL COUPLES) CIA LABOUR FORCE STATUS OF COUPLES
MARRIED DE FACTO TOTAL PROP* FEMALE
MALE EMPLOYED UNEMPLD NIL F TOTAL
COUPLE 115A95A 116918 1271872 35 .6 EMPLOYED 1A85829 65810 969877 2521516
COUPLERDEPENDENT CHILD(REN) 1A 1169A 6A572 1A76266 A l . 3 UNEMPLOYED 25938 37893 86232 150063
COUPLERADULT FAMILY MEMB A37108 12100 AA9208 12 . 6 NOT IN LABOUR FORCE 50398 A591 651075 70606A
COUPLERD/CHILDRADULT F/MEMB 366370 11356 377726 10 . 6 TOTAL 1562165 10829A 170718A 33776A3
TOTAL 3370126 20A9A6 3575072 100 .0 NOTE : ONLY COUPLES WHERE SPOUSE PRESENT ON CENSUS NIGHT INCLUDED.
TABLE EXCLUDES PERSONS WHOSE LABOUR FORCE STATUS WAS NOT STATED.
C15 FAMILY TYPE BY FAMILY INCOME BY NUMBER OF DEPENDENT CHILDREN
FAMILY INCOME
* 0 - * 9 0 0 1 - * 1 5 0 0 1 -  * 2 2 0 01 - $32001- *A0001 NOT SPOUSE
*9000 *15000 *22000 *32000 $ A 0 0 0 0 AND OVER STATED ABSENT TOTAL PROPX
PARENTR1 DEPENDENT CHILD 67828 19652 177 A 5 9075 1732 128 A 6850 N 1 2A 166 3. 0
R2 OR MORE D/CH ILDREN A9AA0 38 A A 9 15156 7731 1617 1173 9A50 N 123016 3 .0
COUPLE 7A828 3893A 5 17786A 180831 150115 1 7 1 0 3 A 92 1 2 A 35731 1271872 30.6
C0UPLER1 DEPENDENT CH ILD 13096 51307 82871 92186 A 9 7 5 7 583A7 A 3 0 7 1 12663 A03298 9 .7
R2 OR MORE D/CH ILDREN 22779 112A60 203671 263036 138786 173120 12827A 308A2 1072968 25.0
RELATED ADULTS 15265 55015 559A2 55626 276 72 30055 19193 N 258768 6. 2
PARENTR1 D/CHLDRADLT F/MEMB 2769 10770 10032 10156 39 A 3 A 2 17 6167 N A805A 1.2
R2+D/CHLDRADLT F/MEMB 16A8 6 A 5 A 6987 5101 1 73 A 1828 5183 N 28935 0 . 7
COUPLERADULT FAMILY MEMB 58A6 27306 39281 8 7 A 60 61A1A 1 7 0 0 7 A A 6 1 A 5 11682 AA9208 10.8
R1 D/CHLDRADLT F/MEMB 1916 6186 16082 36067 29639 81016 29736 5 8 5 A 206A96 5 .0
R2+D/CHLDRADLT F/MEMB 1693 5609 16698 32206 2 3 2 A 6 5 A 7 6 7 31759 5252 171230 A . 1
TOTAL 257108 722553 6A 2 3 2 9 779A75 A89655 7A6915 A 179 5 2 10 2 0 2 A A 158011 100.0
C16 SINGLE PARENTS-MARITAL AND LABOUR FORCE STATUS
MALE PARENT
NEVER MAR 
6A96
MARRIED
5899
SEPARATD 
11 7 <A A
DIVORCED
15865
WIDOWED
6330
TOTAL
A633A
EMPLOYED UNEMPLD 
32963 A 017
NILF
8A21
N/STATED
933
FEMALE PARENT 60033 17118 72220 99300 29166 277837 95105 20830 15732 A A 5 78
TOTAL ' 66529 23017 8396A 115165 35A96 32 A 171 128068 2A8A7 1657A5 5511
C17 PRIMARY FAMILIES-FAMILY TYPE BY NATURE 0 F OCCUPAN CY OF DWELLING BY FAMILY INCOME(EXCLUDES CARAVANS,ETC IN PARKS)
* 0 -
OWN
*1 2 00 1 -
ER/BUY ING 
*32001 SPOUSE TOTAL $0-
RENTING
* 1 2 0 0 1 -  *32001
DWELLING
SPOUSE TOTAL TOTA
*12000 *32000 AND OVER ABSENT ([INC NS) *12000 *32000 AND OVER ABSENT ( INC NS) OTHE
PARENT RDEPENDNT CHILD(REN) A 0600 361 A 8 A096 N 87092 8 A 608 25535 1259 N 117380 2
COUPLE 252638 3A 3A 58 230392 25318 903808 A70A1 9 A A 03 72150 7731 23A 136 11
COUPLE RDEPENDNT CHILDCREN) 61510 537981 3A9962 30897 10 9 A 7 5 9 37090 155 A 59 56126 105A2 292503 1A
RELATED ADULTS 27002 88A88 A 116 2 N 167869 13 A A 8 39 A 00 13861 N 718 AO 2
PARENTRD/CHLDRADLT F/MEMB 3720 22A27 8 A 32 N A006A A799 20355 2933 N 32916
CÒUPLERADULT FAMILY MEMB 8829 119933 203276 9656 376305 1736 21A 60 21595 1 5 A 1 520A1 A
COUPLERD/CHLDRADLT F/MEMB A726 79239 1622A2 8553 3 0 0 A 3 0 1996 251AO 21278 2 1A1 61A7A 3
TOTAL 399025 122767A 999562 7 A A 2 A 2 9 7 0 A 0 7 190718 381752 189202 21955 862290 AO
L ( I NC 
RRNS > 
12296 
99 A A 1 
5 0 3 A 7 
52127 
75713 
A 5 A 70 
75989 
11383
C18 PRIMARY FAMILIES-FAMILY TYPE BY
SEPARATE
HOUSE
PARENT RDEPENDNT CHILD( REN) 1A902A
COUPLE 961AA 5
COUPLE RDEPENDNT CHILD(REN) 1317251
RELATED ADULTS 191239
PARENTRD/CHLDRADLT F/MEMB 61822
COUPLERADULT FAMILY MEMB A07966
COUPLERD/CHLDRADLT F/MEMB 3A9673
TOTAL 3A 38A 20
RUCTURE OF DWELLING
SEMI­ ROW/ OTH MED FLAT OVER
DETACHED TERRACE DENSITY 3 STRYS
9 A A A 2676 A 1 2 2 7 A 6 A A
26 A A 8 10 7 5 A 1A 8 36 7 22603
19 A 8 A 6A89 6 A 1A 8 8329
8209 3A05 3 8 0 A 2 5832
2 A 01 662 7869 1167
6963 2311 16752 289 A
A579 1A82 10008 1722
77528 27779 3 2 6 A 1 3 A 7 191
CVAN,ETC NOT
IN PARK OTHER STATED TOTAL
2909 2303 2978 215205
2 7 A 3 A 12707 17117 1226875
10062 15507 19139 1A60A09
2007 2229 3171 2 5 A 13 A
A37 735 1057 76150
1915 3222 5362 AA7385
1202 3768 A757 377191
A 5966 A 0 A 71 53581 A0573A9
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APPENDIX 7.
Com m unity A ctiv ity  Categories - lllawarra Community Services
lllawarra Community Activity Survey. January 1990
This information is based on the Community Services Directory listings and indicates sites and 
contact numbers for the services and support linked to the category shown This does not 
include the local councils, chamber of commerce, community halls and services contacts, but it 
does include the council libraries, youth centres and charity outlets
BABIES Baby Health centres Paediatric Centres Early Childhood
PRE-SCHOOLPlay Groups 
Pre-schools
Baby sitters Childcare Centres
YOUTH Youth Centres 
Hostels
Police Boys Clubs
Activity clubs 
Support schemes 
Tug-o-war clubs
Shelters 
Health -centres
ADULT Singles Clubs 
Solo Parents
55+ Group 
Buffaloes Club
Parents & Friends
ELDERLY Senior Citizens Clubs 
Combined Pensioners 
Retired Friends
Non-ethnic day-care 
Retired Miners
Retired Men 
Retired Ironworkers
AGED CARE Retirement Villages Boarding Houses
DRUG AND 
ALCOHOL
Shelters Education Support groups
WOMEN YWCA
Self defence for women 
Women's health centres
Housing help Refuges
Employment centre
Country Women's Association
ABORIGINES Health care
Information/legal centre
Education; 
Land Council
Play groups
ETHNO -
SPECIFIC
Social
Entertainment 
(Ethno-specific resources eg
Education Financial 
DayCare Interpreters 
. Youth Groups; Labour Council)
SPORT Clubs
Dance clubs 
Swimming pools
Centres
Associations
Gymnasiums
Schools
HEALTH
SERVICES
Ambulance 
Chest clinic 
Diversional therapy 
Palliative care
Blood bank 
Rehabilitation 
Hearing centres
Dental
Area Health sites 
Heart foundation
LIBRARIES Sites Contacts Toys
317
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C o m m u n it y  Neighbourhood centres Home Care Home births
Community nurses Information centres Community support
Meals on Wheels Community health centres
Family and Community Care
HEALTH Women's health N u trition
ADVICE Diabetes; health promotion
Healthy Lifestyle clubs Life education
Occ. Health & Safety P r it ik in
Migrant Health Royal Blind society
School Medical Service Sexual health
Sports medicine 
Weight Watchers
Fitness
Pregnancy 
Nursing Mothers 
Meals on Wheels 
Quit Smoking 
Salvation Army care 
Share 
WRIST
WELFARE Employment
Self-help for unemployed 
Disaster help 
Red Cross
ADULT Adult literacy
EDUCATION Aliance Française
Multicultural studies 
Hearing and language 
W rite rs
University of the 3rd Age
CHARITY & Opportunity shops 
SERV ICE Ex-service men
Children’s neurology
Legacy
Rotary
Salvation Army
Variety
View
Career advice CES
Social Services Housing Advice
Life line Social Security
Se lf-he lp
Foreign students TAFE
College for Seniors Science club
Personal development Public speaking
Sign language Crafts
Speed reading University
APEX RSL
Children's medical research
Friends clubs Volunteers
Lighthouse Quota
S A M S St Vincent de Paul
Smith Family Soroptinists
Zonta World Vision
PO LIT ICS Progress Associations 
Democrats 
Commission 
Community Care 
Overseas Aid 
Anti-bases 
Price Watch
Antidiscrimination Board Conservation 
Labor Party(ALP) Peace Movement Trade
Black Rights Right-to -Life
Transport Communists
Resident Action Pollution
Children's services action Liberal Party 
Socialist Workers Party
RELIGION Counselling 
Solo parents 
Outreach 
Magic
"Aware" 
Women's League 
Family 
Churches
Careforce 
Welfare work 
Meditation 
Buddism, Hinduism
RECREATION Play parks 
Parks 
Chess 
Guns
A rt Astronomy
Lapidary
Theatre
Girl Guides 
Shows
Garden clubs 
Drama 
Boys clubs 
Inventors
Bridge clubs 
Bands
Falcons/birds
Music
Scouts
Music lessons
318
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p r o t e c t io n  Tai Chi 
Hap Ki Do 
Pest control 
Shelters 
Industrial safety 
F ire
Tae Kwon Do 
Karate 
Life saving 
Sex-assault centres 
Pollution control 
Emergency
Judo
Coast Guard 
RSPCA
Snake removal 
Surf life-saving
POLICE & Chamber magistrate
LEGAL Legal centres
Public trustee 
Family court
Community justice centre 
Ex-crim inal rehabilita tion
Police Rescue 
Safety House
Coastal patrol 
Nightwatch
FAMILY Adoption
SUPPORT Parenting
Tennants Association
Childbirth education Transport
Foster care Child protection
D ISABILITY accommodation 
disabled taxi 
self-development
family support tech-aid
education sports council
developmental disabled employment
RUBBISH glass recycling paper recycling rubbish collection
REMOVAL & rubbish tips
RECYCLING
DEMENTIA Dementia specific services
EMOTIONAL AIDS Alopecia
SUPPORT Amnesty International Anorexia
ANZAC Bereavement
Breast Cancer Burns
Cardiac Child Cancer
Cleft lip/palate Colostomy
Cystic Fibrosis Diabetes
Domestic violence Downs syndrome
Dystrophic Epidermolysis bullosa
Gamblers Head injured
Huntington's chorea Hiroshima
Hyperactive children Hypoglycaemic self-help
Incest Legacy
Mastectomy Multiple births
Neurofibromatosis Naval personnel
Pre-term babies Prisoner of War
Renal disease Spina Bifida
Stillb irths (SANDS) Stoma
Sudden Infant Death Tinnitus
Tuberous Sclerosis Victims of crime
Asthma
A r th r it is
Blind
Cancer
Civilian Widows
Crippled children
Dialysis
Drug addiction
Epilepsy
Hearing
Ileostomy
LeukaemiaLost chord 
Multiple Sclerosis 
Parkinson's disease 
Quadruplegic 
Spinecare 
Stroke
Transvestites 
Vietnam veterans
MENTAL
HEALTH Child development 
Rehabilitation 
Richmond units
319
Appendices
Unions Accountants
Coal Council
Dentists Assoc
Liquor & Allied Industries
M iners
Painters & Decorators 
Seamen
Small Business Assoc 
Teachers
Transport workers
Builders workers Bus and Coach
Colliery Managers Colliery Officials
Engine Drivers and Firemen; Ironworkers 
Master Builders Metal Trades
Mining & Electrical Engineers 
Professional Women Public Service
Shop distributive & Allied-Employees
Sports Medicine 
Teachers Aides 
Waterside workers
Storemen & Packers 
Trade unions 
Workers (AWU)
320
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APPENDIX 8.
In ternational C lassifica tion of Disease Categories
DIAGNOSIS COMBINED
EGORIES TABLES CONDITION
01 + 02 1 Infections, parasites
0 3 2 Endocrine, blood & lymph
0 4 3 Mental disorders
0 5 4 Nervous system
0 6 5 Circulatory system
07 + 08 6 Gastro intestinal system
0 9 7 Urinary system
1 0 8 Male genital
1 1 9 Breast
1 2 1 0 Female genital
1 3 1 1 Obstetric
1 4 1 2 Skin & subcutaneous tissue
1 5 1 3 Muscles, Joints, Bones
1 6 1 4 Congenital
1 7 1 5 Perinatal
1 8 1 6 Ill-defined symptoms
1 9 1 7 Injury and poisoning
International C lassification of External Causes of In jury - E codes
E-CODES CATEGORY
E 8 0 0 - 8 0 7 Railway accidents
E 8 1 0 - 8 2 9 Motor Vehicle accidents
E 8 3 0 - 8 3 8 Water transport accidents
E 8 4 0 - 8 4 5 Air & Space transport accidents
E 8 4 6 - 8 4 8 Other vehicle accidents
E 8 5 0 - 8 5 8 Accidental poisoning by drugs, medical substances and 
biologicals
E 8 6 0 - 8 6 9 Accidental poisonings by other solid, liquid,gas or vapour
E 8 7 0 - 8 7 6 Misadventure to patients during surgical/medical care
E 8 7 8 - 8 7 9 Unexpected abnormal reaction or later complications of 
surgical or medical procedures
E 8 8 0 - 8 8 8 Accidental falls
E 8 9 0 - 8 9 9 Accidents caused by fire & flames
E 9 0 0 - 9 0 9 Accidents due to natural and environmental factors
E 9 1 0 - 9 1 5 Accidents caused by submersion, suffocation and foreign bodies
E91 6 - 9 28 Other accidents (including falling objects, sports, crowds, 
firearms, fireworks, electrical appliances, radiation, noise)
E929 Late effects of accidental injury
E 9 3 0 - 9 4 9 Drugs, medicinal and biological substances causing adverse 
effects during therapeutic use
E 9 5 0 - 9 5 9 Suicide and self-inflicted injury
E 9 6 0 - 9 6 9 Homicide and injury purposely inflicted by other persons
E 9 7 0 - 9 7 8 Injuries arising from legal intervention
E 9 8 0 - 9 8 9 Injury undetermined whether accidental or purposely 
in flic ted
E 9 9 0 - 9 9 9 Injury resulting from operations of war
321
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APPENDIX 9.
Conference and other presentations
PUBLICATIONS
"Health Profile of the lllawarra" 1989
Ageinn in Perspective Conference proceedings. Wollongong,
Health Atlas of the lllawarra: Wollongong, Kiama and Shellharbour 1991, 
Healthy Cities lllawarra, Wollongong (see Appendix 10)
CONFERENCES AND SEMINARS
"Demographic factors in community health and health serivice provision" 
1990 Lecture series (8 hours) to registered nurses in lllawarra Area Health 
Service Wollongong
“Profiling the Health of a Community: Theoretical and Technical 
Considerations” 1st International Conference on Community Health Nursing 
Research 1993, Edmonton Canada
“Highlighting the Aged in a Community Health Profile” 1994 Australian 
Association of Gerontologists Conference, Wollongong
“Digital Cartography: Providing accessible and relevant community health 
profiles” abstract accepted for the Information Technology Issues in 
Community Health Conference in Victoria, British Columbia, Canada 1994.
322
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APPENDIX 10.
“ The Health Atlas of the lllawarra: W ollongong, Kiama and 
S he llha rbour” (Monograph 1991)
(See attached)
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